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Abstract 
Emerging adults (age 18-25) drop out of substance use disorder (SUD) treatment earlier 
than those age 26+. Retention in treatment is important as it is correlated to long-term 
sobriety. There is a gap in the literature on how to improve retention in emerging adults. 
Through a systematic review and qualitative study, this thesis explored the best options to 
improve treatment retention in emerging adults with SUD. The systematic review 
summarized the literature and identified the highest treatment retention is reported to 
occur with contingency management, cognitive behavioral therapy, and opioid 
replacement therapy. In the qualitative study, health care professionals (HCPs) were 
interviewed regarding facilitators and barriers of treatment retention. Four themes were 
identified: 1) the emerging adults’ development, 2) their addiction and recovery, 3) the 
environment, and 4) SUD programing. Future recommendations include tailoring SUD 
programming to the developmental needs of emerging adults and involving HCPs in the 
design of SUD programming.  
Keywords: Emerging adults, Substance Use Disorder, Development, Barriers, 
Facilitators, Treatment Retention 
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Chapter 1: Introduction and Overview 
Background 
Overview of Chapter 
         In this opening chapter, the reader is introduced to the rationale for conducting the 
research involved in this thesis, followed by some important definitions regarding 
emerging adulthood and substance use disorder (SUD)/addiction. Secondly, the reader is 
informed about the importance of focusing on emerging adults with SUD and a summary 
of the literature on treatment for this population. This is followed by an introduction to 
the conceptual framework and the two studies that comprise this thesis. This chapter 
closes with a brief overview of what is to come in the following chapters. 
Overview of the Need for the Research  
In Canada, the economic burden of mental health and addiction is estimated at $51 
billion annually, which includes health care costs, lost productivity, and reductions in 
quality of life (Centre for Addiction and Mental Health (CAMH) 2018). Approximately 
six million Canadians met the criteria for a SUD in 2012, compared to 3.5 million who 
met the criteria for a mood disorder such as depression or bipolar disorder (Pearson, Janz, 
& Ali, 2013). Even more troubling is the fact that those between the ages of 18-25, also 
referred to as emerging adults (see below), have the highest rate of SUDs compared to 
any other age group (Adams, Morse, Choi, Watson, & Bride, 2017).  
Treatment for emerging adults (those age 18-25) with SUDs is complex due to the 
unique issues this age group faces. In 2017, Newfoundland’s All-Party Committee on 
Mental Health and Addictions released a report addressing the changes to be made in this 
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province to address mental health and addiction issues. Of particular importance, the 
report mentioned that individuals age 16-25 face unique challenges as they move from the 
child mental health system into the adult system.  Additionally, a prominent problem 
faced by emerging adults with SUDs is retention in treatment. For example, emerging 
adults typically remain in treatment at a 22% lower rate in comparison to those age 26+ 
(Schuman-Olivier, Weiss, Hoeppner, Borodovsky, & Albanese, 2014a). These rates are 
consistent in Newfoundland and Labrador (NL) as well; both residential SUD centers in 
NL show a similar finding regarding emerging adults’ retention in treatment. In a NL 
residential treatment center, over two months, retention was 64% for emerging adults and 
76% retention for those age 26+. In a NL residential detoxification center, emerging 
adults remained in the program for fewer average days and dropped out more often after 
one day (emerging adult: 40% drop out after one day, versus age 26+: 35%) (Program 
managers, Personal Communication, September 11 & September 25, 2018).  
Treatment retention is important because it correlates to a range of outcomes 
related to long term sobriety, such as a reduced drug use, higher social functioning, and a 
higher quality of life (Feelemyer, Des Jarlais, Arasteh, Abdul-Quader, & Hagan, 2013; 
Timko, Schultz, Cucciare, Vittorio, & Garrison-Diehn, 2016). Improving retention in 
treatment for emerging adults will ensure they are receiving the best possible care for 
their level of development. This will ultimately improve the lives of this population by 
increasing their quality of life and enhancing the likelihood of long term sobriety. 
Improving the lives of emerging adults with SUDs is essential because untreated 
SUDs lead to a higher risk for problems such as early school drop-out, unemployment, 
involvement with the justice system, and bullying (Mental Health Commission of Canada 
EMERGING ADULTS, SUBSTANCE USE DISORDER 
 
 
3 
(MHCC), 2015). In the long term, this can lead to more severe mental health issues, 
underemployment, and a lack of work-force participation, leading to an increase in the 
overall economic burden of mental health problems (MHCC, 2015). 
Emerging Adulthood 
There is a growing consensus that emerging adults should be viewed as a distinct 
population separate from their older and younger counterparts (Mason & Luckey, 2003). 
Over the last few decades, the average lives of 18-25-year old’s have changed 
dramatically. Since the middle of the twentieth century, the typical ages of marriage and 
beginning parenthood have risen; in 1960, the average age in the United States for women 
to get married was 20.3 and 22.8 for men (Arnett, 2015). By 2010, the average age for 
women has risen to over 26 and over 28 for men, and the increase ages of beginning 
parenthood have followed a similar trend (Arnett, 2015). There has also been a change 
between education and careers (Arnett, 2015). Individuals are spending more time in 
post-secondary education, and therefore, prolonging financial stability (Smith, 2017). 
This delay in marriage, careers, and parenthood, has created a life-stage gap between the 
late teens and late twenties, referred to as “emerging adulthood” (Arnett, 2015).  This 
term was first proposed by Arnett (2000) in an article published in American 
Psychologist. This article has been highly influential, and according to Google Scholar, 
cited over 16,000 times. Arnett (2000) argues that the later stage of life milestones has 
ultimately created a new life stage and this period is neither adolescence nor adulthood. 
This new life stage is defined by five features that are distinct to the emerging adult, 
which include (1) identity exploration, (2) instability, (3) self-focus, (4) feeling in-
between, and (5) possibilities/optimism.  
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Arnett (2015) discusses the identity exploration feature as the point where 
emerging adults are exploring possibilities in love and work, and by doing so, they clarify 
who they are and what they want, ultimately forming an identity. The instability feature 
goes hand in hand with the identity exploration feature. Emerging adults are attempting to 
figure out what works best for them in love and work - and with that comes changes and 
instability (Arnett, 2015).  
The third feature is referred to as self-focus, which means emerging adults are 
now required to do all the thinking for themselves and answer the tough questions 
(Arnett, 2015). In adolescence, it is typical to have parents/guardians or at least one 
parent enforcing household rules and standards to follow, and if an adolescent breaks 
those rules, they experience the consequences from parents or teachers. In the late 30s 
when most people have a job, they answer to their employer, and if they break those 
rules, they face consequences. However, in emerging adulthood, there are few ties that 
require these commitments, which in turn, makes the emerging adult deal with all the 
tough decisions on their own such as going to college, working full-time, determining 
what degree to pursue in college/university, deciding who to pursue in a relationship, and 
choosing roommates (Arnett, 2015).  
The fourth feature is “feeling in-between” adolescence and adulthood (Arnett, 
2015). When emerging adults are asked if they feel like an adult, many are hesitant to say 
yes, but also hesitant to say no. This is because research shows that emerging adults 
typically consider three criteria are required to be considered “an adult”, which include: 
accepting responsibility for yourself, making independent decisions, and becoming 
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financially independent. Therefore, as most emerging adults are usually in the process of 
developing these qualities, they feel they are “in-between” (Arnett, 2015).  
The final feature is possibilities/optimism (Arnett, 2015). In this feature, emerging 
adults are at a point in life filled with possibilities. They now have the opportunity to 
become independent of their parents’ images and influence (Arnett, 2015).  
In addition to these features, emerging adults undergo a period of 
neurodevelopment and immense social, cognitive, and psychological development 
(Halfon & Forrest, 2018). Neurodevelopmentally, the brain is continuing to undergo 
structural change and is not fully developed until the mid-twenties (Arain et al., 2013). 
During this process, the executive functions such as self-regulation, delay of reward, 
impulse control, and planning and anticipation of future consequences are developing 
(Casey & Jones, 2010; Henin & Berman, 2016). The brain region responsible for these 
executive functions undergoes delayed maturation, while the brain regions sensitive to 
novelty and reward-seeking behavior develops earlier (Casey & Jones, 2010). The brains 
ongoing structural changes during this time supports the conclusion that emerging adults’ 
behaviors may be directly influenced by ongoing brain development (Casey & Jones, 
2010). Collectively, the life style differences and the varying stages of development 
(social, cognitive, psychological, and neurodevelopment) that occurs in emerging 
adulthood highlight the importance of viewing emerging adults as their own distinct 
population separate from their older and younger counterparts (Arnett, 2015; Casey & 
Jones, 2010; Henin & Berman, 2016). 
Emerging adulthood is a period of unprecedented change and can be challenging 
for most. This age group has the greatest likelihood of experiencing varying life 
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trajectories such as marriage and parenthood or experiencing prominent life problems 
such as alcohol and illicit drug use, unplanned pregnancies, and sexually transmitted 
infections (Bergman, Kelly, Nargiso & McKowen, 2016; Henin & Berman, 2016; 
MHCC, 2015; Smith, 2017). Although some of those problems are related to high-risk 
involvement in emerging adulthood and are usually resolved over time, some issues 
remain as lifelong battles, such as SUDs. 
Substance Use Disorder (SUD) 
SUD is a chronic relapsing brain disease characterized by a compulsion to seek 
and consume a drug, loss of control in limiting drug intake, and the occurrence of a 
negative emotional state when access to the drug is prevented (Koob & Volkow, 2010). 
SUD is classified in the Diagnostic and Statistical Manual of Mental Disorders V (DSM-
V) as a cluster of cognitive, behavioral, and physiological symptoms which leads an 
individual to continue using a substance despite significant substance-related problems 
(American Psychiatric Association, 2013).  
The DSM-V breaks down each drug into a cluster of ten separate classes of drugs: 
alcohol; caffeine; cannabis; hallucinogens; inhalants; opioids; sedatives, hypnotics, 
anxiolytics; stimulants (amphetamine-type substances, cocaine, and other stimulants); 
tobacco; and other (or unknown) substances (American Psychiatric Association, 2013). 
An individual will typically be diagnosed with the specific substance; for example, an 
individual may be diagnosed with alcohol use disorder as opposed to the broad term of a 
SUD.  
The severity of each SUD ranges from mild to severe, based on a list of 11 criteria 
(American Psychiatric Association, 2013). A mild SUD is diagnosed as exhibiting two to 
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three criteria, moderate is four to five, and severe is six or more. The criteria, as 
referenced from the American Psychiatric Association (2013), are listed below: 
1.  The individual may take the substance in larger amounts or over a 
longer period than was originally intended. 
2.  The individual may express a persistent desire to cut down or regulate 
substance use and may report multiple unsuccessful efforts to decrease 
or discontinue use. 
3.  The individual may spend a great deal of time obtaining the substance, 
using the substance, or recovering from its effects. In some instances 
of more severe SUDs, virtually all of the individual’s daily activities 
revolve around the substance. 
4.  The individual may experience craving, which is defined by an intense 
desire or urge for the drug that may occur at any time but is more 
likely when in an environment where the drug previously was obtained 
or used. 
5.  Recurrent substance use may result in a failure to fulfill major role 
obligations at work, school, or home. 
6.  The individual may continue substance use despite having persistent or 
recurrent social or interpersonal problems caused or exacerbated by the 
effects of the substance. 
7.  Important social, occupational, or recreational activities may be given 
up or reduced because of substance use. The individual may withdraw 
from family activities and hobbies in order to use the substance. 
8.  Recurrent substance use in situations in which it is physically 
hazardous. 
9.  The individual may continue substance use despite knowledge of 
having a persistent or recurrent physical or psychological problem that 
is likely to have been caused or exacerbated by the substance. The key 
issue in evaluating this criterion is not the existence of the problem, but 
rather the individual’s failure to abstain from using the substance 
despite the difficulty it is causing. 
10.  The individual may experience tolerance, which is signaled by 
requiring a markedly increased dose of the substance to achieve the 
desired effect or a markedly reduced effect when the usual dose is 
consumed. The degree to which tolerance develops varies greatly 
across different individuals as well as across substances and may 
involve a variety of central nervous system effects. 
11.  The individual may experience withdrawal, which is a syndrome that 
occurs when blood or tissue concentrations of a substance decline in an 
individual who had maintained prolonged heavy use of the substance. 
After developing withdrawal symptoms, the individual is likely to 
consume the substance to relieve the symptoms. Withdrawal symptoms 
vary greatly across the classes of substances, and separate criteria sets 
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for withdrawal are provided for the drug classes with some classes not 
requiring withdrawal for the diagnosis (American Psychiatric 
Association, 2013, Section II Substance-Related and Addictive 
Disorders). 
 
Neurobiologically, SUD is composed of a cycle with three distinct stages, which 
include (1) binge/intoxication, (2) withdrawal/negative affect, and (3) 
preoccupation/anticipation (craving) (Koob & Volkow, 2010). The first stage comprises 
the ventral tegmental area and ventral striatum brain regions and involves behaviour such 
as binging on the substance (Koob & Volkow, 2010). The second stage involves the 
extended amygdala and exhibits behaviors such as the persistent desire to obtain the drug 
and taking the substance in larger amounts than expected (Koob & Volkow, 2010). Stage 
three comprises multiple brain regions such as the prefrontal cortex, orbitofrontal cortex-
dorsal striatum, basolateral amygdala, the insula, the cingulate gyrus, hippocampus, 
dorsolateral prefrontal, and the inferior frontal cortices (Koob & Volkow, 2010; Robbins, 
Everitt, & Nutt, 2010). This stage involves the most prominent signs of addiction, which 
include tolerance, withdrawal, and neglecting important social and occupational activities.  
During the three stages, neuroplasticity occurs in each of these aforementioned 
brain regions and ultimately disrupts normal brain functioning. This disruption creates 
long term changes to the brain and highlights how challenging recovery from SUD can 
be. However, with proper care, individuals with SUD can recover.  
Treatment for Substance Use Disorder 
According to the Substance Abuse and Mental Health Services Administration 
(SAMSHA), standard care for patients with SUDs includes individual and group 
counseling, inpatient and outpatient treatment, medication, recovery or peer support, and 
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12-step treatment. Some interventions that fall within these categories include cognitive 
behavioral therapy (CBT), contingency management (CM), motivational enhancement 
therapy (MET), peer-to-peer support, and medications for opioid use disorder such as 
methadone, buprenorphine, and naltrexone. Individuals may not need all of these 
interventions but each one plays a role in sobriety (SAMSHA, 2010). 
Emerging Adults and Substance Use Disorder 
Approximately 21% of emerging adults meet the diagnostic criteria for a SUD, in 
comparison to only 9% for 12-17-year old’s and 7% for those age 26+ (Davis, Sheidow, 
Zajac, & McCart, 2012). Many factors may contribute to the higher onset of SUDs in this 
population (Smith, 2017). For example, a failure to meet and adjust successfully in this 
transitional stage could result in emerging adults coping with these challenges by turning 
to substances (Smith, 2017). Also, the imbalance between brain regions, marked by 
increased risk-taking and need for social approval, may partially explain the higher 
prevalence of drug and alcohol use among this population. Genetics may also play a role 
in emerging adult’s substance use as they are at an elevated risk if one or more parents 
have alcohol use disorder (Smith, 2017). There is also evidence to suggest that early signs 
of delinquency or aggression are associated with emerging adult substance use (Smith, 
2017). 
Why Focus on Treating Emerging Adults with Substance Use Disorder? 
Adults with SUDs have generally been offered similar treatments regardless of 
age (Helgeson et al., 2013; Mason & Luckey, 2003). This “one size fits all” approach to 
addiction medicine ignores recent insights into the unique differences and challenges of 
the emerging adult. In addition, emerging adults have the highest likelihood of developing 
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a SUD and typically have worse treatment outcomes as they are more difficult to engage 
in treatment and drop out of treatment much earlier than their older counterparts 
(Bergman et al., 2016; Mason & Luckey, 2003; Schuman-Olivier et al., 2014a; Smith, 
2017).  
Emerging adults are difficult to engage in treatment because their unique features 
leads to lower abstinence motivation, lower readiness to change, higher psychiatric 
comorbidity, higher social pressures, instability in environment and scheduling, frequent 
moves and transitions, and self-and peer-directed identity exploration (Satre, Mertens, 
Areán, & Weisner, 2003; Satre, Mertens, Areán, & Weisner, 2004 Schuman-Olivier et al., 
2014a; Smith, Cleeland, & Dennis, 2010). This is equally problematic because 
engagement is shown to be predictive of attendance (Garnick et al., 2012). The 
Washington Circle of Engagement measures how many people return to treatment after 
the first session with the idea that in order for a patient to have greater retention in 
treatment, that initiation and engagement in treatment must first occur (Garnick et al., 
2012). However, as previously mentioned, treatment retention is important because it is 
correlated to a range of outcomes related to long term sobriety (Feelemyer et al., 2013; 
Timko et al., 2016). Retention in treatment is also the most common outcome measure 
used in SUD studies and through evidence-based research. Additionally, focusing on 
improving retention in treatment for emerging adults with SUDs has a range of benefits, 
which include an increased quality of life by enhancing long term sobriety, reducing 
problems related to unemployment or crimes, and reducing economic burden related to 
mental health and SUD problems. 
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Literature Review 
         Emerging adults are different from their younger and older counterparts, but 
research on emerging adults with SUD is limited. Research is especially limited regarding 
ways to improve treatment retention for emerging adults with SUD. The majority of the 
research consists of quantitative studies that examine demographic and/or treatment 
retention differences between age groups or studies that compare treatments that leads to 
the greatest retention in emerging adults.  
Demographic Differences 
A study by Morse and MacMaster (2015) examined differences between emerging 
adult (18 to 25-year old’s) and older adult (26+) opiate users and the impact of 
differences relative to treatment motivation, length, and outcomes. They found that older 
adults with a history of opiate use present at treatment with higher levels of severity for 
alcohol, medical, and psychological problems, while emerging adults present at treatment 
with greater drug use and more legal issues. Interestingly, this study reported no 
difference in treatment retention between the younger and older age group.  
Adams et al. (2017) examined the differences between young adults (age 18-25) 
and adults age 26+ with substance use and mental health issues receiving residential 
treatment. They indicated that older adults were more likely to have greater severity of 
alcohol and medical problems, and over half were employed 30 days prior to admission. 
In contrast, the younger adults were less likely to be employed in the 30 days prior to 
intake and were also less likely to have used alcohol, but more likely to report using 
cannabis, opioids, or multiple drugs within 30 days prior to treatment (Adams et al., 
2017). Unlike the Morse and MacMaster (2015) study, this study reported that the 
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younger adult age group remained in treatment longer than the 26+ age group. In both age 
groups, females were more likely to leave treatment compared to males, and older adults 
with dementia were more likely to leave treatment and had greater severity on the 
psychiatric composite subscale of the Addiction Severity Index (Adams et al., 2017). 
They reported the greater treatment retention in the younger population could be 
explained by older adults needing to return to their social and employment responsibilities 
since the older adults had a greater likelihood of being employed (Adams et al., 2017). 
Another explanation is that emerging adults had greater involvement with the legal 
system, and this could have motivated emerging adults to stay in the program longer. 
Their third explanation is that emerging adults probably have more social influences that 
support or pressure them to stay in the program, such as friends or parents (Adams et al., 
2017).  
A study by Mason and Luckey (2003) examined psychosocial and behavioral 
differences between emerging adults and older adults. In this study, emerging adults were 
more likely to live in a high-risk environment, such as with those using alcohol and/or 
illegal drugs. Emerging adults were more likely to have a conflict with family, three times 
more likely to experience hallucinations, more likely to have thought about or attempted 
suicide, and more likely to have been admitted overnight to a hospital for mental health 
treatment (Mason & Luckey, 2003). Finally, more than half of these emerging adults 
experienced cognitive impairments such as issues with understanding, concentrating, and 
remembering. Mason and Luckey (2003) also found retention rates were lower in 
emerging adults and claimed that the differences in psychosocial factors could be directly 
related to treatment retention.  
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This literature confirms that emerging adults differ in demographic factors and in 
treatment outcomes. Although the aforementioned studies state inconsistencies in 
treatment retention, the majority of the literature consistently indicates retention in 
treatment is lower in emerging adult populations (Bergman et al., 2016; Mason & 
Luckey, 2003; Schuman-Olivier et al., 2014a; Smith, 2017). For example, emerging 
adults who received the same treatment interventions as those 26+ remained in treatment 
at a 22% lower average compared to those 26+ (Schuman-Olivier et al., 2014a). 
Treatment Retention in Emerging Adults 
A number of studies exist evaluating interventions that lead to the greatest 
treatment retention for emerging adults in SUD programs. Some of the studies that 
examined interventions for cannabis and alcohol use disorder demonstrate the highest 
treatment retention is achieved with interventions such as CM, MET, and CBT. Esposito-
Smythers et al. (2014) examined an outpatient integrated CBT/CM intervention for 
emerging adults with human immunodeficiency virus (HIV) and alcohol and/or cannabis 
use disorder. Retention in substance abuse treatment was 82% at four months. Carroll et 
al. (2006) examined eight-week retention rates for combinations of therapies. Their 
findings indicate the following retention in treatment rates: MET/CBT plus CM: 69.7%, 
drug counseling (DC) plus CM: 66.7%, MET/CBT without CM: 63.68% and DC without 
CM: 39.4%. Interventions that lead to lower retention in treatment results include 
standard DC with 39.4% and a peer-enhanced community reinforcement approach with 
11% (Carroll et al., 2006; Smith, Davis, Ureche, & Dumas, 2016). 
Treatment for opioid use disorders is typically different than other SUDs and 
usually involves opioid replacement therapy (ORT) or withdrawal management therapy 
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(Bruneau et al., 2018). Some studies that evaluated treatment retention for emerging 
adults with opioid use disorder found high retention rates with CBT paired with 
withdrawal management. Two studies that examined retention in treatment with 
withdrawal management and psychosocial therapy had retention rates of (1) 56% at 13 
weeks and (2a) 65% at 12 weeks and (2b) 40% at 24 weeks (Schuman-Olivier et al, 
2014a; Vo, Robbins, Westwood, Lezama & Fishman, 2016). Dayal and Balhara (2017) 
examined buprenorphine maintenance treatment (ORT) with counseling and rehabilitation 
services. Retention rates were 33.8% at 90 days. Emerging adults with opioid use disorder 
that received youth specific tailored residential treatment with MET, CBT, and 
buprenorphine detoxification remained in treatment 83.9% at 35 days (Schuman-Olivier, 
Claire Greene, Bergman & Kelly, 2014b). Another study with high treatment retention 
involved buprenorphine-naloxone for eight weeks along with group CBT. Emerging 
adults were stratified by type of opioid use (heroin vs. prescription opioid use), and 
retention at eight weeks was 82.5% for the prescription opioid group and 64.7% for the 
heroin group (Romero-Gonzalez, Shahanaghi, DiGirolamo & Gonzalez, 2017). 
The Current Study 
Statement of the Problem 
 The aforementioned interventions (i.e., CBT, withdrawal management, 
ORT, psychosocial therapy, counseling and rehabilitation services) are shown to be the 
most effective in the adult population, but retention rates are still lower in emerging 
adults (Dutra et al., 2008; Schuman-Olivier et al., 2014a; Timko et al., 2016). 
Collectively, this suggests that more research regarding how to improve retention in 
treatment for emerging adults SUD is needed.  
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Emerging adults have the highest rate of SUD compared to any other age group 
(Adams, Morse, Choi, Watson, & Bride, 2017). Further, treating emerging adults with 
SUD is complicated due to their unique developmental and socioeconomic issues. For 
example, emerging adults often drop out of treatment earlier than those age 26+ 
(Schuman-Olivier et al., 2014a). Improving treatment retention leads to long term 
sobriety, higher social functioning, and a higher quality of life (Feeleymer et al., 2013; 
Timko et al., 2016). There is a gap in the literature regarding the best ways to improve 
treatment retention for emerging adults with SUD. 
Objective of the Thesis  
Building on the gaps in the literature, the objective of this thesis was to investigate 
the best options to improve treatment retention in emerging adults with SUD. This was 
attempted by means of two complementary studies: a systematic review (chapter 2) and a 
qualitative research study (chapter 3). The first study (chapter two) attempted to 
investigate ways to improve treatment retention for this population through a systematic 
review which involved summarizing the literature evaluating treatment interventions for 
emerging adults (age 18-25) with SUDs that leads to the highest treatment retention. The 
second study (chapter 3) attempted to investigate ways to improve treatment retention for 
this population through a qualitative study, which involved gathering a rich set of 
qualitative data regarding facilitators and barriers that leads to the highest treatment 
retention from the perspectives of health care professionals (HCPs) at two SUD treatment 
centers. 
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Research Questions 
The overarching research question of this thesis was: what are the best options to 
improve treatment retention in emerging adults with SUD? The two complementary 
studies answered this overarching research question through specific research questions 
appropriate to each study.  
The research question for chapter 2 (systematic review) was as follows: What are 
the treatment interventions that lead to the greatest treatment retention for emerging 
adults with SUD? The rationale for conducting a systematic review instead of a 
traditional thesis’ literature review is because emerging adults in SUD programs is such 
an understudied topic and I wanted to go a step beyond a standard literature review and 
understand the entirety of what the literature says about emerging adults in SUD 
programs. Typically, systematic reviews are a more limiting process. However, in this 
case, since there is so little literature on emerging adults with SUD, and the search 
strategy was designed to be broader to capture all research on emerging adults with SUD, 
this process retrieved more research compared to a standard literature review or a 
standard systematic review. Systematic reviews are a more rigorous process than a 
conventional literature review, and require full manuscript write-ups, hence its own 
chapter and own manuscript submitted for publication. 
The research questions for Chapter 3 (qualitative Study) includes: (a) What do 
HCPs perceive to be facilitators of retention encountered by emerging adults who attend 
residential SUD programs? (b) What do HCPs perceive to be barriers to retention 
encountered by emerging adults who attend residential SUD programs? The results from 
the systematic review included a small number of studies which helped inform the second 
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study (qualitative study). As stated by Morse and Field (1995) “If an extensive library 
search reveals very little previous information about a research topic, the topic is probably 
not developed enough to use quantitative methods, and an exploratory, descriptive study 
using qualitative methods should be conducted” (pg. 13).  
Conceptual Framework 
The research within this thesis can be conceptualized by its underlying theoretical 
foundations paired with specific philosophical underpinnings.  
Philosophical assumptions. 
Philosophical assumptions are the ideas and beliefs that inform research. In this 
section, I will attempt to make these assumptions explicit. The assumptions are largely 
enacted or played out in the paradigms and theories that have informed the study. 
Although each study is based on distinct paradigms, they share the same theoretical 
foundation, specifically the life course perspective. Hence it will be discussed first 
followed by a delineation of the paradigms associated with each study. In a broad sense, a 
conceptual framework is an analytical tool which can help to convey how the 
philosophical assumptions fit together (Jabareen, 2009). In this thesis, the conceptual 
framework includes the theoretical foundation and the four components from each of the 
paradigms associated with each study (Figure 1.1). 
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 Figure 1.1. Conceptual Framework 
 
Theoretical foundation. 
A theoretical foundation is a lens in which research can be viewed and informed. 
For this thesis, the theoretical foundation is rooted in Arnett’s (2000) understanding of 
viewing emerging adults as their own distinct population, and in the life course 
perspective, which is defined as “an approach to human behavior that looks at how 
biological, psychological, and social factors act independently, cumulatively, and 
interactively to shape people’s lives from conception to death and across generations” 
(Hutchinson, 2019, p. 471).  
Emerging adulthood as a stage in the life course. 
It is relevant and appropriate for the life course theory to inform this thesis. This 
thesis focuses on the idea of treating emerging adults with SUDs as a different population 
separate from their older and younger counterparts. Figure 1.2 below visually displays the 
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theory within this conceptual framework, and the following section explains each 
component in detail.  
 
Figure 1.2. Theoretical Foundation of the Conceptual Framework 
 
 
Furthermore, viewing emerging adulthood as a stage in the life course is 
appropriate as it can explain the neurodevelopment and the social, cognitive, and 
psychological development that occurs during this life stage (Halfon and Forrest, 2018). 
Emerging adulthood (age 18-25) is a unique developmental stage separate from 
adolescence and later adulthood (age 26+) and is considered to be a stage within the life 
course. The life course conceptual framework for the study of human behavior and 
experiences recognizes the importance of time, timing, and temporal processes during an 
individual's lifetime (Hser, Longshore, & Anglin, 2007).  
The supports, opportunities, and experiences that occur during emerging 
adulthood can greatly influence the ultimate outcome of this stage and the life trajectory 
into young adulthood. Multiple factors can influence emerging adults transition 
throughout the life course and includes factors at the macro level such as historical and 
societal influences, at the meso-level such as parent-child relationships, family 
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environment, and socioeconomic status, and factors at the microlevel which includes 
individual cognitive, personality, and emotional development (Hser, Longshore, & 
Anglin, 2007). Trajectories are long term patterns of stability and change and are defined 
as pathways of development during the life span such as work life, parenthood, or 
criminal behavior (Hser, Longshore, & Anglin, 2007). Adapting to life events is crucial 
because the same event or transition, followed by a different adaption could lead to a 
different trajectory (Hser, Longshore, & Anglin, 2007). For example, Smith (2017) states 
that a failure to meet and adjust successfully in emerging adults transitional stage in life 
could result in life-impacting problems and in response, emerging adults may cope with 
the challenges of a new life stage by turning to substances (Smith, 2017). Various 
trajectories that occur during this life stage are multiple and intersecting and could 
include factors such as homelessness, addiction, employment, and successful 
relationships. 
Ultimately, the goal of this research is to improve the lives of emerging adults 
with SUDs, and therefore, Arnett’s (2000) understanding of viewing emerging adults as 
their own distinct population as well as the life course perspective is an appropriate 
conceptual framework for this research for multiple reasons. Firstly, it highlights the 
importance of viewing emerging adults as a unique life stage separate from their older 
and younger counterparts. Secondly, it compassionately recognizes the fact that emerging 
adults’ unique developmental differences can influence various life trajectories such as 
SUDs.  
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Research Paradigms. 
Within the conceptual framework are the two specific research paradigms. 
Rehman and Alharthi (2016) state that there are four components of a research paradigm, 
which include ontology, epistemology, methodology, and methods. Ontology refers to 
“the nature of our beliefs about reality” and is characterized by the idea that there are 
multiple understandings of reality, all informed by differing perspectives (Creswell & 
Poth, 2018; Rehman & Alharthi, 2016, p. 51). Epistemology refers to “the branch of 
philosophy that studies the nature of knowledge and the process by which knowledge is 
acquired and validated” (Rehman & Alharthi, 2016, p. 52). It is rooted in what is capable 
of being known from those being researched, therefore, the researcher relies on what they 
discover from those being researched as knowledge (Creswell & Poth, 2018). 
Methodology is “an articulated, theoretically informed approach to the production of 
data” (p.52) and guides the researcher to determine which type of data is required for their 
study and what type of tools are the most appropriate to conduct the study. Methods are 
the specific means of collecting and analyzing data and includes examples such as 
questionnaires and open-ended interviews (Rehman & Alharthi, 2016). The following 
section explains each of the two studies research paradigm and its four components in 
detail.  
Chapter 2 (systematic review).  
The systematic review in Chapter 2 provides an understanding of SUD treatment 
interventions from the literature that leads to the highest treatment retention for emerging 
adults. 
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Ontology. 
 The systematic review follows a positivist research paradigm. Positivism follows 
a strict cause and effect and assumes reality exists independently of human interpretation 
with the ontological assumption of realism (Creswell & Poth, 2018; Suri, 2013). This is 
the view that objects have an existence independent of the knower, and therefore, reality 
can be discovered independently of the researcher (Anti & Kasim, 2015; Rehman & 
Alharthi, 2016). Collectively, this is consistent with the systematic review.  
Epistemology. 
Positivism follows an epistemological position of objectivism, where researchers 
are objective observers while they study a phenomenon that exists independently of them 
and they do not disturb what they are researching. This was aligned with the systematic 
review.  
Methodology. 
The methodology involved in the systematic review is aligned with the positivist 
paradigm. Rehman and Alharthi (2016) state “empirical evidence is gathered; the mass of 
empirical evidence is then analysed and formulated in the form of a theory that explains 
the effect of the independent variable on the dependent variable” (p.54). Positivist 
paradigms discuss the use of the scientific method and the goal is to create new 
knowledge through deductive methods such as comparison of groups. This is consistent 
with the systematic review as the objective evidence and comparison among studies 
informed the results (knowledge) of this study. 
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Methods (research designs and data collection). 
The research design for chapter 2 is a descriptive statistics (narrative) systematic 
review. A systematic review is an essential tool for summarising evidence accurately and 
reliably (Liberati et al., 2009). Some of their benefits include helping clinicians keep up 
to date, providing a starting point for clinical practice guidelines, and gathering together 
and summarizing research for patients. The choice to have a descriptive statistics 
(narrative) systematic review without a meta-analysis is because of the limitability of the 
research. There were only ten studies obtained that examined emerging adults with SUD 
and I have chosen to include all ten, however, it was not possible to combine these ten 
studies in a meta-analysis as each study had varying intervention and control groups. The 
methods and specific means of collecting and analyzing the data are aligned with the 
specific steps in the PRISMA guidelines (McInnes et al., 2018). The data collection for 
the systematic review followed the PRISMA guidelines, and Medline, PsycInfo, 
CINAHL (all via EBSCO), and Embase were systematically searched for articles 
evaluating treatment interventions for emerging adults with SUD that leads to highest 
treatment retention. The data was analyzed based on the organization of highest to lowest 
retention rates and a deeper inquiry to the reasoning for the specific retention rates.  
Reliability and validity. 
Positivists use criteria such as validity and reliability to validate findings (Antwi 
& Hamsa, 2015). The systematic review followed the 27-item PRISMA checklist which 
provides specific guidance for reporting of systematic reviews. Following the guidelines 
facilitates the transparent reporting of reviews and may assist in the evaluation of validity 
and applicability, enhance replicability of reviews, and make the results from systematic 
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reviews of diagnostic test accuracy studies more useful (McInnes et al., 2018). In 
addition, the systematic review is registered in PROSPERO, which is an international 
database of prospectively registered systematic reviews. PROSPERO provides 
transparency in the review process by helping counter publication bias and/or reporting 
bias ("PROSPERO", 2019). 
Chapter 3 (qualitative study). 
Chapter three is a qualitative study that used semi-structured qualitative interviews 
with HCPs who work very closely with emerging adults with SUD. This study provides 
an understanding of the perspectives of HCPs perceptions on facilitators and barriers to 
retention for emerging adults in SUD programs. 
Ontology. 
Chapter 3 follows an interpretivist research paradigm. Interpretivism rejects the 
idea that a single, verifiable reality exists independent of our senses (Rehman & Alharthi, 
2016). Interpretivism is rooted in the ontological belief of relativism. This means reality 
is subjective and differs from person to person and is mediated by our senses. Further, 
this view is rooted in the idea that reality is individually constructed, and there are as 
many realities as there are individuals (Anti & Kasim, 2015).  
Epistemology.  
The epistemological stance in interpretivism is subjective in that reality cannot be 
directly accessible to observers without acknowledging the influence of their worldviews, 
concepts, and backgrounds, etc. (Rehman & Alharthi, 2016). Creswell and Poth (2018) 
state within the epistemological assumption, conducting qualitative research means 
researchers attempt to get as close as possible based on individual views. Therefore, 
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subjective evidence is assembled based on individual views and reality is constructed 
between the researcher and the researched and is shaped by individual experiences. The 
participants experiences have been articulated to me and I have interpreted them based on 
my own experiences. The results derived from the interviews are based on my 
understanding of the HCPs experiences with emerging adults with SUD.  
Methodology. 
The methodology that underlies interpretivism requires understanding through the 
eyes of the participants rather than the researcher (Rehman & Alharthi, 2016). 
Interpretivists create knowledge through an inductive method such as interviewing, 
observing, and analyzing texts. This is consistent with the qualitative study in this thesis 
as the subjective evidence from the semi-structured interviews informed the results 
(knowledge) of this study.  
Methods (research design and data collection). 
Interpretivist researchers collect mostly qualitative data. Examples of data 
collection methods include open ended interviews, observations, field notes, personal 
notes, documents, etc. (Rehman & Alharthi, 2016). The research design for chapter 3 is a 
phenomenological qualitative study. In phenomenology, perceptions are viewed as the 
primary source of knowledge, the source that cannot be doubted (Moustakas, 1994). This 
is appropriate for my research as I was trying to answer the question: What do HCP 
perceive to be facilitators and barriers to retention encountered by emerging adults who 
attend residential SUD programs? Moustakas (1994) states the following about 
phenomenology:  
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According to Kockelmans (1967, p. 24), the term phenomenology was used as 
early as 1765 in philosophy and occasionally in Kant’s writings, but only with 
Hegel was a well-defined technical meaning constructed. For Hegel, 
phenomenology referred to knowledge as it appears to consciousness, the science 
of describing what one perceives, senses, and knows in one’s immediate 
awareness and experience. The process leads to an unfolding of phenomenal 
consciousness through science and philosophy ‘towards the absolute knowledge 
of the Absolute’ (Kockelmans, 1967, p. 24) (pg.25).  
 
As cited by Creswell and Poth (2018), the foundations of phenomenology are 
rooted in the work of the German philosopher Husserl. His work was carried on by 
Heidegger, who described the basic structure of the life-world, focusing on the lived 
experience. Experience is considered to be one’s perceptions of his or her presence in the 
world at the moment when things, truths, or values constitute (pg. 152). As cited by 
Moustakas (1994), Husserl asserted,  
For me the world is nothing other than what I am aware of and what appears valid 
in my cognitions …. I cannot live, experience, think, value, and act in any world 
which is not in some sense in me, and derives its meaning and truth from me. (pg. 
3)  
 
Husserl further stated that only knowledge that emerged from internal perceptions 
and internally justified judging satisfied the demands of truth (Moustakas, 1994). This 
study is aligned with phenomenology as I am trying to understand perceptions of a 
phenomenon experienced by a group of individuals with a shared experience. 
Furthermore, according to van Manen (1990), the "essence" of the phenomenon is not 
immediately accessible to outsiders but through phenomenology we can learn about their 
lived experience. The phenomenology of interest is HCPs perceptions on barriers and 
facilitators to treatment retention encountered by emerging adults who attend SUD 
programs. The shared experience is that they are HCPs working with emerging adults. 
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A phenomenological research design for the qualitative study in this thesis is 
appropriate for a number of reasons. First, unlike a grounded theory approach, where the 
goal is to generate theory, phenomenology focuses on providing an accurate description 
of the phenomenon being studied (Morse & Field, 1995). Secondly, Creswell and Poth 
(2018) state, “phenomenology provides a deep understanding of a phenomenon as 
experienced by several individuals. Knowing some common experiences can be valuable 
for groups such as therapists, teachers, health personnel, and policymakers” (pg. 80). This 
is appropriate because the results of this study were created with the intent of sharing with 
therapists, health personnel, and policymakers. The following table (Table 1.1) further 
rationalizes the appropriateness of using a phenomenology design for the qualitative 
study.  
Table 1.1. 
 
Phenomenological Designs Adapted from Creswell and Poth’s (2018) Criteria  
Step Location in Thesis 
Determine if the research problem is best 
examined using a phenomenological 
approach. 
The rationale for using a 
phenomenological approach is described 
in chapter 1. 
Identify a phenomenon of interest to study 
and describe it. 
The phenomenon of interest were HCPs 
perceptions of emerging adults success in 
treatment programs.  
Distinguish and specify the broad 
philosophical assumptions of 
phenomenology. 
These are described in detail in chapter 1.  
Collect data from the individuals who 
have experienced the phenomenon by 
using in-depth and multiple interviews. 
Creswell and Poth (2018) state researchers 
should interview 5-25 participants and ask 
two broad, general questions and open-
ended questions may be asked but two 
focused questions will generate the best 
understanding of the phenomenon. 
Data collection involved semi-structured 
interviews conducted one-on-one in a 
private setting at two residential SUD 
facilities. In the qualitative study, I 
interviewed 9 HCPs and there was a list of 
open-ended questions to get to the main 
two questions of “what are the facilitators 
to success…” and “what are the barriers to 
success …”  
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Generate themes from the analysis of 
significant statements.  
The process involved in the qualitative 
study is aligned with Moustakas (1994), 
as cited by Creswell and Poth (2018), 
process of horizontalization and 
developing of “clusters of meaning” from 
the significant statements into themes.  
 
Of note, during the analysis we felt we 
reached saturation, but we did not make 
this the determining factor to end data 
collection. Hale et al (2007, p.7) as cited 
by Saunders et al. (2017) states 
“saturation is not normally an aim in 
interpretative phenomenological analysis, 
owing to the concern to obtain ‘full and 
rich personal accounts’, which highlights 
the particular analytical focus within 
individual accounts in this approach, and 
van Manen dissociates saturation from 
phenomenological research more 
generally.” 
 
Develop textural and structural 
descriptions. 
This is described in the manuscript 
(chapter 3).  
Report the essence of the phenomenon by 
using a composite description. 
This is described in the manuscript 
(chapter 3).  
 
In chapter three, the data described was collected through semi-structured 
interviews. It was felt semi-structured interviews were appropriate and sufficient to 
answer the research question (“what are the perceived facilitators and barriers to 
treatment retention”). Further, they allow in-depth insight into individuals’ experiences of 
the emerging adults in the SUD programs. Semi-structured interviews are used when the 
researcher knows most of the questions to ask but cannot predict the answers, and it is 
useful because it ensures the researcher obtains all information required without 
forgetting a question, while at the same time gives a participant freedom to respond and 
illustrate concepts (Mores & Field, 1995).  
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Trustworthiness.  
Interpretivist paradigms use trustworthiness and credibility to validate findings 
(Antwi & Hamsa, 2015). The qualitative study followed Lincoln and Guba’s four criteria 
to ensure trustworthiness which includes credibility, transferability, dependability, and 
confirmability (Korstjens & Moser, 2018). Credibility in qualitative research is the same 
as internal validity in quantitative research and is concerned with the aspect of the truth of 
the research findings. Credibility requires the researcher to have “persistent observation” 
and I believe I ensured credibility because I constantly read and reread the transcripts, 
analyzed them, and revised my interpretations accordingly (Korstjens & Moser, 2018). 
The concept of transferability refers to the degree to which the results of the qualitative 
study can be transferred to other contexts (Korstjens & Moser, 2018). To ensure 
transferability, I made the methods section as clear as possible so that if it were to be 
replicated, it could easily be done. I provided descriptive data, described the program 
settings, sample, sample size, sample strategy and recruitment (Appendix A), 
demographics, inclusion and exclusion, and the interview questions (Appendix B). 
Dependability is concerned with the participants’ evaluation of the findings, 
interpretation, and recommendations of the study such that all are supported by the data 
(Korstjens & Moser, 2018). I ensured dependability by reporting the results of the 
participant's experiences and ensuring I was transparent in my description of all steps 
taken from the start of the project to the reporting of the findings. Confirmability involves 
the degree to which the findings of the research study could be confirmed by other 
researchers (Korstjens & Moser, 2018). The first three authors (KD, LB, SD) read all of 
the transcripts and independently coded two of the most information-rich transcripts. 
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From here, these first three authors met for a discussion about the codes and themes. The 
involvement of multiple researchers on this project ensures confirmability of the results.  
Reflexivity. 
The concept of reflexivity was a continual process throughout this research and 
has helped me expand on my personal beliefs and knowledge of this research topic. 
Referencing my understanding of reflexivity, I am using the definition of Creswell and 
Poth (2018), as defined as: 
... the writer engages in self-understanding about the biases, values, and 
experiences that he or she brings to a qualitative research study. One characteristic 
of good qualitative research is that the inquirer makes his or her ‘position’ explicit 
… the researcher first talks about his or her experiences through work, schooling, 
family dynamics, and so forth. The second part is to discuss how these past 
experiences shape the researcher’s interpretation of the phenomenon (p.229). 
 
To start by making my position explicit, I will begin by introducing my 
motivation for this research. From childhood to adulthood, my dream was always to work 
in a medical field and help people. I grew interested in psychology and the brain and I 
decided to pursue an undergraduate degree at Carleton University in neuroscience and 
mental health. Throughout my undergraduate degree, I learned about the various types of 
mental health issues. When I learned about addiction, one of my professors said addiction 
is a mental illness that is poorly understood by society. The professor said that the 
majority of society is not as empathetic towards those suffering from addiction and while 
most mental illnesses are losing their stigma, addiction continues to hold a significant 
amount of stigma. This broke my heart because those with addiction are evidently 
suffering. This is also a mental illness that requires significant financial expenses, 
therefore, forcing many of those with addictions into homelessness. Therefore, they are 
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not only suffering, but suffering in the public eye, and exposed to harsh criticism. My 
compassion for this population led me to seek out more knowledge outside of my 
education. I read In the Realm of Hungry Ghosts: Close Encounters with Addiction (Maté, 
2008). This book changed my life. From here, I decided my goal in life will be to 
contribute to helping this population and contribute to reducing the stigma. I feel very 
blessed to have had this opportunity in my master’s degree. I also became interested in 
emerging adulthood because this is a point in life filled with opportunities and excitement 
and an unprecedented degree of freedom to set the groundworks for the future. 
Secondly, my position in this research gives me a unique insight and has inspired 
some motivation for the topic as well. I am an emerging adult and I began this research at 
the mid-range of emerging adulthood. I was 23 years old and, I always had an idea 18-25-
year old’s were their own separate entity. My sister is seven years younger than me, and I 
consistently noticed the life differences between the both of us. I also have relatives and 
some friends in their 30’s, whom I also have noticed life differences between them and I 
as well. However, for the most part, I was surrounded by similar emerging adults - those 
who work hard at building a future for themselves. As I started to read literature on the 
topic of emerging adulthood, I realized I was a lot luckier than I thought, as this is a point 
in life that can be encompassed with an immense struggle for some, specifically struggles 
with SUDs.  
Furthermore, I would like to give a brief background as to why I could conduct 
this research and discuss how my experiences as an emerging adult may have shaped this 
research. I was the primary investigator of the two studies. I strongly believe I had the 
skills and educational background required to conduct this research. I acquired the skills 
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through masters level qualitative course work, reading the literature, and speaking with 
those who have SUDs. My undergraduate degree also gave me a thorough understanding 
of brain development, SUDs, and mental health. Also, I feel as though my experience and 
understanding of emerging adult shaped my interpretations of the findings. 
I conducted the qualitative interviews, and, I believe my relationship with the 
participants did not hinder any of the data collected. Given that I was a student and I 
conducted the interviews with successful HCPs, I believe that there were no conflicting 
experiences due to a power struggle or power difference. I was reflexive during the 
research process and noticed the majority of the participants were empathetic towards 
emerging adults, recognizing any of their issues as related to development.  
Ethics Statement 
Ethics was not required for the systematic review but was obtained for the 
qualitative study. The qualitative study was approved by the Health Research Ethics 
Authority (HREA) of Newfoundland and Labrador (Appendix C) and the Research 
Proposals Approval Committee (RPAC) (Appendix D). The HREA is a non-profit agency 
in NL responsible for the general supervision of all health research involving humans 
conducted in this province. RPAC approves and monitors research projects that occur in 
Eastern Health, therefore, I obtained RPAC approval since my study took place at two 
Eastern Health centers (Grace Center and the Recovery Center). All research that takes 
place with Eastern Health is required to have both Health Research Ethics Authority 
(HREA) and RPAC approval.  
Consequences for breach of confidentiality were clearly understood by the 
research team through the completion of the Personal Health Information Act (PHIA) 
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(Government of Newfoundland and Labrador, 2019). All measures were taken to ensure 
the ethical conduct of research involving humans by following the Tri-Council Policy 
Statement (TCPS-2) framework (Canadian Institutes of Health Research, 2014). Such 
measures included ensuring participants were exposed to as limited risks as possible but 
having resources in place if a participant needed support, obtaining consent prior to 
conducting the interviews (Appendix E), ensuring participants privacy and confidentiality 
was protected, ensuring no identifiable information was reported, and finally keeping the 
data in a securely locked space. 
Overview of the Thesis Structure 
This manuscript-style thesis is divided into four chapters, references, and 
appendices. The four chapters consist of an introduction chapter, two stand-alone, 
complementary research studies, and a concluding summary chapter. The appendices are 
supporting documents pertaining for the two stand-alone studies. Repetition in the 
chapters was unavoidable due to the nature of the two stand-alone studies. 
1.    This beginning chapter is introductory to the thesis and provides the 
reader with a brief and clear presentation of the background of the 
research, the conceptual framework, the research question, and the 
thesis objectives. 
2.    Chapter two is the systematic review, which provides an 
understanding of SUD treatment interventions from the literature that 
leads to the highest treatment retention for emerging adults. This study 
is currently submitted for publication in the Canadian Journal of 
Addiction.   
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3.   Chapter three is the qualitative study, using semi-structured qualitative 
interviews with HCPs who work very closely with emerging adults 
with SUD. This study provides an understanding of HCPs perceptions 
on facilitators and barriers to retention for emerging adults in SUD 
programs. This study is currently being prepared for publication in 
Drug and Alcohol Dependence.  
4.    Chapter four is the summary chapter, which is a culmination of the 
research project that ties together chapter two and three and addresses 
the overarching aim of the thesis. 
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Abstract 
 
Background: Recent insights into the developmental and life differences of the emerging 
adult (age 18-25), as well as the high incidence of substance use disorders in this 
population, requires emerging adults to be regarded as a distinct population. Research 
shows that emerging adults often drop out of substance use disorder treatment earlier than 
adults age 26+. In order to increase treatment retention in emerging adults, there needs to 
be a better understanding of what substance use disorder treatment interventions work 
best for this population.  
 
Methods: Following the PRISMA guidelines, Medline, PsycInfo, CINAHL (all via 
EBSCO), and Embase were systematically searched for articles that evaluate treatment 
interventions for emerging adults. From here, the authors identified treatment 
interventions that lead to the highest treatment retention for emerging adults with 
substance use disorder. 
 
Results: Ten studies were included. The main findings indicate the highest treatment 
retentions occur with (1) behavioral therapy such as cognitive behavioral therapy and 
contingency management alone for cannabis and alcohol use disorders, or (2) cognitive 
behavioral therapy paired with opioid-replacement-therapy for opioid use disorder. 
 
Conclusion: The interventions identified in this review that lead to the highest treatment 
retention for emerging adults is similar to studies evaluating interventions for all ages. 
Given that retention rates are often lower in emerging adults, despite the application of 
the full range of effective adult treatments, this review suggests they may require 
something different. This review is unable to decipher what exactly needs to change and 
suggests ways retention in treatment may be improved, but further research will be 
needed to confirm. 
 
Keywords: substance-use disorders; substance use treatment; emerging adults; 
systematic review 
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Introduction 
Individuals between the ages of 18-25 have recently been conceptualized as a 
unique developmental stage marked by differing social, psychological, and health issues 
separate from younger adolescents and the older population (Adams, Knopf, & Park, 
2013; Arnett, 2000; Mason & Luckey, 2003). Arnett (2000) proposes that this period of 
development, wedged between adolescence and adulthood, is best referred to as emerging 
adulthood. For this review, the age range of 18-25 will be referred to as emerging adults, 
consistent with the definition proposed by Arnett (2000). Some of the distinct features 
separating this population are related to having a different home and school structure 
compared to younger adolescents and having less security and stability compared to older 
peers (Arnett, 2000). Emerging adults also have the freedom and opportunity to set the 
groundwork for their futures; however, a failure to meet and adjust successfully in this 
transitional stage could result in life-impacting problems, with the development of a 
substance use disorder (SUD) being a prominent one (Smith, 2017). 
Rates of illicit drug and alcohol use across the lifespan are highest in emerging 
adults compared to any other age group (Goodman, Henderson, Peterson-Badali, & 
Goldstein, 2014). For example, the rate of illicit drug use for emerging adults is 21.5%, 
compared to 10.1% for adolescents and 6.6% for adults age 26 or older (Smith, Bahar, 
Cleeland, & Davis, 2014, p.1). Studies have pointed to possible risk factors in this group, 
including brain development, self-medication of negative affective states, environmental 
influences (peers), genetics, parental substance use, and parental disapproval (Arain et al., 
2013; Casey & Jones, 2010; Smith, 2017).  
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The use of substances often leads to the development of a SUD. According to the 
National Survey on Drug Use and Health (NSDUH), as cited by American Addiction 
Centers (2019), 19.7 million Americans aged 12 and older had a SUD in 2017. About 1 in 
25 adolescents (age 12-17), 1 in 6 emerging adults, and about 1 in 16 of those 26+ 
struggled with a SUD in the United States in 2017 (American Addiction Centers, 2019). 
In treatment programs, emerging adults represent almost twice the expected rate given the 
age composition of the general population (Bergman, Kelly, Nargiso, & McKowen, 2016; 
Wetherill & Tapert, 2013). Collectively, this highlights the need to focus on treating 
emerging adults with SUDs.  
According to the Substance Abuse and Mental Health Services Administration 
(SAMSHA, 2018), standard care for patients with SUD includes individual and group 
counseling, inpatient and residential treatment, intensive outpatient treatments, 
medication, recovery support, peer support, and 12-step fellowship. Among these 
standard care guidelines, some of the interventions within them include cognitive 
behavioral therapy (CBT), contingency management (CM), motivational enhancement 
therapy (MET), community reinforcement approach (CRA) therapy with a peer-to-peer 
support focus, and medications for opioid use disorder such as methadone, 
buprenorphine, and naltrexone, also known as opioid-replacement therapy (ORT). 
Individuals may not need all of these interventions, but each one plays a role in sobriety.  
Emerging adults typically receive the same treatment modalities as older adults, 
with most treatment centers grouping all ages 18 and above together (Helgeson et al., 
2013; Mason & Luckey, 2003). This “one size fits all” approach to SUD treatment is 
problematic, as it ignores the recent insights into the distinct life and neurodevelopmental 
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difference of emerging adults, as well as the high incidence of SUDs and the challenge of 
retaining emerging adults in treatment programs (Arnett, 2000; Choi, et al., 2015; Mason 
& Luckey, 2003; Schuman-Olivier, Weiss, Hoeppner, Borodovsky, & Albanese., 2014a; 
Smith et al., 2014). Retention in treatment is defined as remaining in a treatment program 
for the prescribed length of time. This is an important outcome because it positively 
correlates to a range of positive outcomes related to long term sobriety, such as a reduced 
substance use, a higher social functioning, and a higher quality of life (Feelemyer, Des 
Jarlais, Arasteh, Abdul-Quader, & Hagan, 2014; Timko, Schultz, Cucciare, Vittorio, & 
Garrison-Diehn, 2016).  
Age has been consistently identified as a predictor of treatment retention, and 
research shows that when 18-25-year old’s enter treatment, their risk of drop-out is much 
higher than adults 26+ (Mason & Luckey, 2003). For example, emerging adults that 
received the same treatment as age 26+ showed a 22% lower retention in treatment rate 
(Schuman-Olivier et al., 2014a). This is of particular importance to treatment programs as 
they seek to identify methods to increase treatment utilization and retention in this 
population (Dunne, Bishop, Avery, & Darcy, 2017; Smith, 2017).  
Some reasons that may lead to poor retention and treatment engagement in 
younger populations include factors such as lower abstinence motivation, lower readiness 
to change, higher psychiatric comorbidity, higher social pressures, instability in 
environment and scheduling, frequent moves and transitions, and self-and peer-directed 
identity exploration (Satre, Mertens, Areán, & Weisner, 2003; Satre, Mertens, Areán, & 
Weisner, 2004; Smith, Cleeland, & Dennis, 2010). Discovering interventions that lead to 
the highest treatment retention among emerging adults is needed to improve both short 
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and long-term outcomes for this unique age group (Smith, 2017). There is limited 
research indicating the best approach for retaining emerging adults in SUD programs. 
The purpose of this systematic review is to fill the gap in this field by evaluating 
treatment interventions for emerging adults and identifying which interventions leads to 
highest rates of treatment retention. Improving treatment retention in emerging adults can 
lead to an increased chance of long term sobriety, ultimately enabling an emerging adult 
to become less reliant on the healthcare system, contribute to society, and strengthen 
relationships with family and friends (Simpson, Joe, Rowan-Szal, & Greener., 1997). 
Methods 
Methodology 
According to Antwi and Kasim (2015), all research is based on some underlying 
philosophical assumptions about what constitutes 'valid' research and which research 
method(s) is/are appropriate for the development of knowledge in a given study. As such, 
the research involved in this systematic review is based on a realism ontology and an 
objective epistemology. Further, the conceptual framework underpinning this systematic 
review research is rooted in the life course perspective and Arnett’s (2000) understanding 
of emerging adulthood. Arnett (2000) stresses the importance of viewing emerging adults 
as their own distinct population separate from its older and younger counterparts. 
Furthermore, according to Halfon and Forrest (2018), it is appropriate to classify 
emerging adulthood as a stage in the life course as it explains the multiple areas of 
development that occur during this life stage. Further, the life course also highlights the 
various trajectories that emerging adults can encounter, with SUD being a specific one.   
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PICO Question and Study Registration 
This Systematic Review was conducted following the Preferred Reporting Items 
for Systematic Reviews and Meta-Analysis (PRISMA) statement (see Figure 2.1 below) 
(Liberati et al., 2009). The PICO for this study is as follows: P: emerging adults with 
substance use disorder; I/C: any intervention for substance use disorder; O: retention in 
treatment. The study protocol is registered in the international prospective register of 
systematic reviews (PROSPERO), registration number: CRD42017072906 or available 
here: https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=72906  
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PRISMA 2009 Flow Diagram 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2.1. PRISMA study selection flowchart. 
Records identified through 
database searching 
(n = 5157) 
Sc
re
en
in
g 
In
cl
u
d
ed
 
El
ig
ib
ili
ty
 
Id
en
ti
fi
ca
ti
o
n
 
Records after duplicates removed 
(n = 4011) 
Records screened 
(n = 4011) 
Records excluded with 
reasons  
(n = 3255) 
- Substance Misusers 
(no DSM diagnosis) 
- Prevention of SUD 
- Age range was not 
between 18-25 
- Nicotine as single 
substance 
- Readiness to change 
studies 
- Behavioral 
addictions/eating 
disorders 
- Mortality studies 
- Cost effective studies 
- Case studies 
- Study protocols 
- Profile of patient 
studies (chart audits, 
characteristics) 
- Pain management  
- Barriers to treatment 
enrollment 
 
 
 
 
 
 
 
 
 
 
Full-text articles assessed 
for eligibility 
(n = 756) 
Full-text articles excluded, 
with reasons 
(n = 746) 
- Outcome not 
retention 
- Did not stratify 
results based on age 
range of interest 
- Nicotine  
- Not English 
- Study sample already 
in included study 
 
 
Studies included in review 
synthesis 
(n = 10) 
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Inclusion and Exclusion Criteria  
Articles that investigated drug and/or behavioural/psychological interventions for 
emerging adults age 18-25 with SUD were eligible for inclusion. Articles were included if 
retention in the treatment program was measured, which was defined by remaining in 
treatment for the entire duration (Kern-Godal, Arnevik, Walderhaug, & Ravndal., 2015). 
Articles were considered if authors provided data relevant to the PICO. Only English 
language articles were included, with no restrictions on publication date. Any duration of 
study length, as well as various dosing schedules and study locations, were considered. 
When considering multiple studies arising from the same sample/dataset, the study that 
was the most relevant to the PICO was chosen and the other studies were excluded. Any 
form of prospective clinical trial was considered, while studies such as cost-effective 
studies, case-control studies, case reports, and study protocols were excluded. Studies that 
evaluated heavy drinking without a SUD diagnosis, nicotine addiction as a single 
substance, and behavioral addictions (e.g., gambling addiction) were excluded. 
Search Strategy 
The literature search was conducted with the assistance of a Memorial University 
Health Science Centre Library librarian to ensure an exhaustive and comprehensive 
search strategy. The databases Medline, PsycInfo, CINAHL (all via EBSCO), and 
Embase, were searched from their inception to January 2018. In order to account for the 
inconsistent terms used to define this age range and to ensure that the correct age range 
was captured, search strategies were thoroughly developed and modified for each 
database by combining database-specific controlled vocabulary, syntax, relevant Mesh 
and Emtree terms and keywords such as ‘emerging adult’, ‘young adult’ ‘substance-use 
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dependency’, and ‘treatment’. See Table 2.1 below for the full search strategy as 
performed in MEDLINE (via EBSCO), which was adapted for use in the other databases. 
The search was designed to be broader to capture more articles, hence the high number of 
records identified.  
Table 2.1. 
 
Search Strategy as performed in MEDLINE (via EBSCO). 
#  Query  Results  
S1  MH "Substance-Related Disorders" OR MH "Alcohol-Related 
Disorders+" OR MH "Amphetamine-Related Disorders" OR MH 
"Cocaine-Related Disorders" OR MH "Opioid-Related Disorders+" 
OR MH "Substance Abuse, Intravenous"  
219,174  
S2  TI (substance OR drug OR alcohol OR chemical OR amphetamine 
OR cocaine OR opioid* OR narcotic*) N1 (addict* OR dependen* 
OR abuse OR disorder*)  
37,646  
S3  AB (substance OR drug OR alcohol OR chemical OR amphetamine 
OR cocaine OR opioid* OR narcotic*) N1 (addict* OR dependen* 
OR abuse OR disorder*)  
92,353  
S4  S1 OR S2 OR S3  264,291  
S5  MH "Substance Abuse Treatment Centers" OR MH "Residential 
Treatment"  
7,648  
S6  TI (treatment OR rehab OR rehabilitation OR "de addiction" OR 
deaddiction OR outpatient* OR "out patient*" OR "community 
based" OR inpatient* OR "in patient*" OR residential) W1 (center* 
OR centre* OR program* OR service*)  
11,906  
S7  AB (treatment OR rehab OR rehabilitation OR "de addiction" OR 
deaddiction OR outpatient* OR "out patient*" OR "community 
based" OR inpatient* OR "in patient*" OR residential) W1 (center* 
OR centre* OR program* OR service*)  
58,430  
S8  S5 OR S6 OR S7  70,085  
S9  MH "Young Adult" OR TI "young adult" OR AB "young adult" OR 
TI "young adults" OR AB "young adults" OR TI youth* OR AB 
youth* OR TI "emerging adult*" OR AB "emerging adult*"  
729,740  
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Screening 
The search results were imported to the online bibliographic management 
program, RefWorks, where duplicates were removed. The titles and abstracts of all the 
articles were screened to identify studies that examined treatment for emerging adults 
with SUD. All articles were screened to determine if results were stratified by age. 
Authors of studies that did not report the results by age group but met the other criteria 
were contacted with the request to provide data within 18-25 years old. Articles that 
required further review were full-texted screened. The remaining full-text articles were 
assessed to determine the articles that were eligible for inclusion. The three authors met to 
discuss if articles were suitable for inclusion and discrepancies were resolved through 
discussion. The references of the included articles were also scanned and assessed for 
inclusion. All three authors approved the final studies included in the review.  
 
S10  MH "Epidemiologic Studies" OR MH "Case-Control Studies+" OR 
MH "Cohort Studies+" OR MH "Cross-Sectional Studies" OR TI 
"cohort study" OR AB "cohort studies" OR TI "Cohort analy*" OR 
AB "Cohort analy*" OR TI "follow up study" OR AB "follow up 
study" OR TI "follow up studies" OR AB "follow up studies" OR TI 
"observational study" OR AB "observational study" OR TI 
"observational studies" OR AB "observational studies" OR TI 
longitudinal OR AB longitudinal OR TI retrospective OR AB 
retrospective OR TI "cross sectional" OR AB "cross sectional"  
2,454,617  
S11  ( PT "Randomized Controlled Trial" OR PT "Controlled Clinical 
Trial" OR TI randomized OR AB randomized OR TI placebo OR AB 
placebo OR SH "drug therapy" OR TI randomly OR AB randomly 
OR TI trial OR AB trial OR TI groups OR AB groups ) NOT ( MH 
"Animals" NOT MH "Humans" )  
2,178,489  
S12  S10 OR S11  4,073,690  
S13  S4 AND S8 AND S9 AND S12  937  
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Data Collection 
The three authors independently extracted data from the studies and then met for 
comparison and discussion. Information was extracted from each study on: (1) the study 
design; (2) the characteristics of participants; (3) the inclusion and exclusion criteria; (4) 
the intervention used; and (5) the outcome measure.  
Risk of Bias 
All three authors independently assessed the risk of bias in eligible studies for 
inclusion to determine their quality. The US Preventive Services Task Force quality 
rating criteria (USPSTF) (2018) was used to determine the quality of comparable groups, 
the degree of loss to follow-up, reliability, and validity of measurements, a clear 
definition of the intervention, the outcomes considered, and potential confounders. 
Articles were then given a rating of poor, fair, or good (see Table 2.2). If an article had a 
high risk of bias, it was discussed by the three authors for inclusion status. 
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Table 2.2. 
 
Details of Studies Included in the Systematic Review.  
Author/ 
year  
 
+ quality 
score (QS)a 
Study Design 1. 
Participant 
Recruitment  
  
2. 
Participants 
Description  
 
Country Substance Treatment 
intervention 
1. Outcome 
measure(s) 
 
2. Length of 
treatment 
retention 
Summary of 
outcomes 
Evaluation of cannabis and/or alcohol use disorders 
Carroll et al.   
(2006) 
 
 
QS: Good 
Randomized 
Control Trial 
(RCT) 
1. Participants 
were referred 
for treatment 
for marijuana 
dependence by 
the Office of 
Adult Probation 
to the Substance 
Abuse 
Treatment Unit.  
 
2. N=135 
marijuana 
dependent 
patients referred 
for treatment by 
the criminal 
justice system 
 
USA Cannabis use 
disorder 
Randomized to 
1 of 4 treatment 
conditions: 
(1) 
MET*/CBT* 
plus CM* 
(2) DC* plus 
CM  
(3) MET/CBT 
without CM  
(4) DC without 
CM 
 
* MET = 
Motivational 
Enhancement 
Therapy 
CBT= 
Cognitive 
Behavioral 
Therapy 
1. Treatment 
Retention, 
Marijuana-free 
urine 
 
2. Retention in 
treatment at 8 
weeks 
Treatment 
retention at 8 
weeks was: 
 
(1) MET/CBT 
plus CM: 
69.7%  
(2) DC plus 
CM: 66.7% 
(3) MET/CBT 
without CM: 
63.68% 
(4) DC without 
CM: 39.4% 
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CM = 
Contingency 
Management 
DC = Drug 
counseling 
  
Esposito-
Smythers et al. 
(2014) 
 
QS: Fair 
 
Open pilot trial  1.Participants 
were recruited 
from three 
adolescent HIV 
clinics 
(outpatient).  
 
2. N=17 
emerging adults 
(age 18-24) 
with HIV & 
SUD (alcohol 
or cannabis) 
recruited from 
three adolescent 
HIV clinics 
 
USA Alcohol or 
cannabis use 
disorder 
Integrated 
cognitive 
behavioral 
therapy (CBT) 
and 
contingency 
management 
(CM) 
interventions 
designed for 
young people 
living with HIV 
with alcohol 
and/or cannabis 
use disorder.  
1.  Retention/ 
session 
attendance, 
participant 
satisfaction 
 
2. Treatment 
retention in 15 
sessions 
occurring over 
4 months 
Treatment 
retention was: 
 
82% (14/17) at 
4 months (17.4 
weeks) 
Smith et al. 
(2016) 
 
 
QS: Fair 
Cohort study  1. Participants 
were recruited 
from 
consecutively 
screened 
individuals at a 
publicly-
funded, not-for 
profit SUD 
treatment center 
(n=20), as well 
as through 
USA Alcohol, 
cannabis, or any 
undefined SUD.  
 
Sessions were 
delivered 
individually and 
weekly and 
consisted of an 
adaption of the 
CRA approach 
by adding peer-
delivered 
sessions and 
motivational 
interviewing. 
1. Global 
Appraisal of 
Individual 
Needs (GAIN), 
Adjusted Days 
Abstinent 
(ADA), Days of 
Binge Drinking 
(DBD), 
Quarterly Cost 
to Society 
(QCS), A-CRA 
Treatment 
retention was:  
 
11.4% at 3 
months (13 
weeks).  
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advertising on 
city buses 
(n=15).  
 
2. N= 35 18-25 
year old’s SUD 
 
Standard CRA 
consists of 
cognitive 
behavioral 
sessions based 
on factors such 
as functional 
analysis of 
substance use 
behaviors, 
prosocial 
behaviors, 
happiness 
scaling and goal 
setting, and 
anger 
management 
skills. 
 
Exposure Scale. 
Contact was 
made with the 
author to 
provide 
treatment 
retention. 
 
2. Treatment 
retention in 12 
sessions 
occurring overt 
3 months 
 
Evaluation of opioid use disorders 
Schuman-
Olivier et al.  
(2014b) 
 
QS: Fair 
Cohort study  1. Participants 
were 
undergoing 
residential 
treatment and 
enrolled in a 
naturalistic 
study. 
 
2. N=73 opioid 
dependent 
emerging adults 
(age 18-24). 
 
USA Opioid use 
disorder 
The treatment 
intervention 
used in this 
study were 
youth-specific 
based upon the 
12-step 
Minnesota 
Model 
treatment 
including 
motivational 
enhancement, 
cognitive 
behavioural 
1. Commitment 
to sobriety, self-
efficacy, coping 
skills, intentions 
to attend 12-
step, psychiatric 
symptoms, 
treatment 
completion. 
 
2. Retention in 
treatment at 35 
days. 
Treatment 
retention was: 
 
80.82% 
retention in 
treatment for 
opioid 
dependent 
participants at 
day 35 and the 
detox taper 
length averaged 
7 days. 
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therapy, and 
family based 
therapeutic 
approaches. 
 
Vo et al. 
(2016)  
 
 
QS: Fair 
Cohort study  1. Outpatients 
in a program 
referred to as a 
specialty 
community out-
patient 
treatment 
program for 
young adults 
with opioid 
addiction, the 
Young Adult 
Alternative 
Program 
(YAAP). 
 
2. N=56 opioid 
dependent 
patients 
between the 
ages of 19-26 
 
USA Opioid use 
disorder 
Retrospective 
chart review of 
N = 56 serial 
admissions into 
a specialty 
community 
treatment 
program for 
young adults 
that featured the 
use of relapse 
prevention 
medications of 
buprenorphine 
or extended 
release 
naltrexone and 
psychosocial 
treatment 
 
1. Treatment 
retention and 
weekly opioid 
negative urine 
tests. 
 
2. Treatment 
Retention at 12 
weeks and 24 
weeks 
Treatment 
retention was: 
 
No different 
between 
buprenorphine 
and extended 
release 
naltrexone and 
was 65% at 12 
weeks. 
 
Marsch et al. 
(2016) 
 
QS: Good 
Double blind, 
placebo 
controlled, 
multicenter 
randomized 
controlled trial  
1. Outpatient 
treatment 
clinics with a 
volunteer 
sample of 
participants. 
 
 
USA Opioid use 
disorder 
Participants 
were randomly 
assigned to 
either a 28-day 
buprenorphine 
taper or a 56-
day 
buprenorphine 
1. The primary 
outcome was 
opioid 
abstinence 
measured as a 
percentage of 
scheduled urine 
toxicology tests 
Treatment 
retention was:  
 
16.7% for 28 
day taper group 
44% for the 56 
day taper group 
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2. N = 42 18-25 
year old’s with 
opioid use 
disorder 
 
taper via a 
parallel groups 
design during a 
63 day detox 
period. Both 
groups received 
behavioral 
counseling and 
voucher based 
abstinence 
incentives (also 
referred to as 
contingency 
management).   
documented to 
be negative for 
opioids. The 
secondary 
outcome was 
treatment 
retention 
measured as 
number of days 
attended 
scheduled 
visits.  
 
2. Treatment 
retention at 63 
days 
 
Dayal and 
Balhara 
(2017) 
 
QS: Fair  
Cohort Study  1. A 50 bed 
substance abuse 
treatment center 
offering 
maintenance 
therapy for 
opioid use 
disorder. 
Buprenorphine 
induction can 
occur in the 
out-patient or 
in-patient 
setting. 
Participants 
were patients 
that received 
maintenance 
treatment from 
India Opioid use 
disorder 
Buprenorphine 
maintenance 
treatment with 
counseling and 
rehabilitation 
services in an 
all ages 
treatment center 
 
 
1. Treatment 
retention 
 
2. Treatment 
retention was 
measured at 90 
days, 6 months, 
and 1 year 
 
Treatment 
retention was: 
 
33.8% at 90 
days (12.8 
weeks) 
19.1% at 6 
months (26 
weeks) 
11.8% at one 
year (52 weeks) 
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the center for 
opioid use.  
 
 
2. N=68 opioid 
and alcohol 
dependent 
patients  
 
Schuman-
Olivier et al. 
(2014a) 
 
QS: Good 
 
Cohort study  1. Patients were 
prescribed 
buprenorphine/
naloxone and 
assigned to an 
intensive 
outpatient 
program for 2 
weeks.  
 
2. N=70 
emerging adults 
with opioid use 
disorder.  
 
USA Opioid use 
disorder 
Office based 
opioid 
treatment 
consisting of 
buprenorphine 
maintenance 
treatment and 
weekly 
psychosocial 
treatment 
sessions either 
in group or one-
on-one format.  
1. Treatment 
retention  
 
2. Treatment 
retention at 3 
months and 12 
months 
Treatment 
retention was: 
 
56% at 3 
months (13 
weeks) 
 
[Romero-
Gonzalez et al. 
(2017) 
 
*** Phase 1 of 
2 part study 
included in this 
review 
 
QS: Good 
Cohort study  1. Participants 
were recruited 
from an 8-week 
outpatient 
treatment 
period.  
 
2. N=80 18-25 
year old’s with 
opioid use 
disorder (n=63 
USA Opioid use 
disorder 
8-week 
treatment period 
inducted 
participants 
onto a fixed 
dose of 
buprenorphine-
naloxone (16-
4mg/day) on 
week 1 after 
stopping all 
1. Treatment 
retention, 
craving, 
withdrawal 
symptoms.   
 
2. Treatment 
retention at 8 
weeks 
 
 
Treatment 
retention was: 
 
82.5% for 
prescription 
opioid users 
64.7% for 
heroin users 
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with 
prescription 
opioid use and 
n=17 with 
heroin use).  
 
opioids. 
Buprenorphine/
naloxone was 
discontinued at 
the end of week 
8. All 
participants 
received group 
cognitive-
behavioral 
therapy on a 
weekly 
basis.Phase1 
Gonzalez et al. 
(2015) 
 
QS: Good 
 
*** Phase 2 of 
2 part study 
included in this 
review 
  
Double blind  
placebo-
controlled trial  
1. Participants 
were recruited 
through 
newspaper 
advertising, 
referrals from 
UMass 
Addiction and 
Comorbidity 
Treatment 
Services, and 
from 
community-
based substance 
abuse treatment 
clinics.  
 
2. N=80 opioid 
dependent 
patients 
recruited for the 
study  
USA Opioid use 
disorder 
Participants 
were treated 
with 
buprenorphine 
/naloxone 16-4 
mg/dayPhase1* 
and randomized 
to memantine 
(15mg or 30mg) 
or placeboPhase2* 
1.Primary 
outcome 
measures were 
a change in 
weekly mean 
proportion of 
opioid use, 
cumulative 
abstinence rates 
after rapid 
buprenorphine 
discontinuation. 
Secondary 
outcomes were 
retention in 
treatment, 
withdrawal 
symptoms, 
opioid cravings, 
depression 
symptoms.  
 
Treatment 
retention was: 
 
Not statistically 
significantly 
different 
between the two 
groups (placebo 
and 
memantine). 
The percentage 
of patients that 
completed 
treatment at 
week 13 was: 
(1) Placebo: 
35% for 
placebo,  
(2) Memantine 
15mg group = 
21% 
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 2. Treatment 
retention at 13 
weeks.  
(3) Memantine 
30 mg = 22%  
 
 
EMERGING ADULTS, SUBSTANCE-USE DISORDER  
 
64 
Synthesis of Results 
A meta-analysis was not possible due to the different interventions/controls of the 
studies. Therefore, the results are reported in a narrative format.  
Results 
Search Results 
Figure 2.1 shows the results of the identification, screening, eligibility 
determination, and final inclusion of articles. A total of 5157 studies were identified. With 
duplicates removed, 4011 studies remained, with 756 successfully screened as potentially 
eligible for inclusion. From here, a total of ten studies were included; three were 
randomized controlled trials (RCT), one was an open pilot trial, and six were cohort 
studies.  
Characteristics of Included Studies 
The descriptive characteristics and results are summarized in Table 2.2. The 
results of the studies are reported by type of substance with two categories: (1) cannabis 
and/or alcohol use disorders, and (2) opioid use disorder. There were three studies under 
cannabis/alcohol and seven studies under opioids.  
The primary outcome measure of interest for this systematic review was retention 
in treatment. Retention in treatment was the primary outcome for seven studies (Carroll et 
al., 2006; Dayal & Balhara, 2017; Esposito-Smythers et al., 2014; Romero-Gonzalez et 
al., 2017; Schuman-Olivier et al., 2014a; Schuman-Olivier, Greene, Bergman, and Kelly., 
2014b; Vo et al., 2016) and the secondary outcome for three studies (Gonzalez et al., 
2015; Marsch et al., 2016; Smith et al., 2016).   
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The sample size of the studies ranged from 17-135, all studies included 
participants with ages between 18-25, except for the Vo, Robbins, Westwood, Lezama, & 
Fishman (2016) study which had participants age 18-26. This was the only additional 
study with this age range, and it was felt this study was important to include despite the 
one-year age difference from the inclusion criteria.  
Contact was made with the authors of the studies to provide data if possible. 
Marsch et al. (2016) researched 16-24 year old’s and was able to provide data on the 18-
24 year old population for this systematic review. Another author (Smith et al., 2016) did 
not report retention in treatment results in their study, however, was able to provide this 
information for this systematic review. 
Treatment Retention Rates 
Evaluation of cannabis and alcohol use disorders. 
Three studies specifically evaluated behavioral interventions for individuals with 
cannabis and/or alcohol use disorders.  
Carroll et al. (2006) was an RCT that examined emerging adults randomized to 
one of four treatment conditions: (1) a motivational/skills-building intervention 
(motivational enhancement therapy/cognitive–behavioral therapy; MET/CBT) plus 
incentives contingent on session attendance or submission of marijuana-free urine 
specimens (contingency management; CM), (2) MET/CBT without CM, (3) individual 
drug counseling (DC) plus CM, and (4) DC without CM.  
The MET/CBT group involved an emphasis on the development of motivation for 
change and the implementation of skills to reduce marijuana use with an attempt to 
resolve ambivalence, heighten discrepancies about personal goals and marijuana use, and 
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elicit motivation to change. Exposure to CBT techniques and skills training 
(understanding the patterns of substance use, strategies for recognizing and coping with 
craving, problem-solving, managing thoughts about marijuana, improving decision-
making skills to avoid risky decisions) was used once ambivalence about reducing 
marijuana use had been addressed. The DC group was similar to a standardized version of 
typical community-based counseling and was very different from the MET/CBT group. 
Treatment in the DC group was similar to self-help and 12-step programs with an 
emphasis placed on education regarding things such as marijuana use, people, places, and 
things associated with marijuana use, and cravings. When participants received CM in 
conjunction with the other therapies, participants received vouchers redeemable for goods 
or services purchased by study staff. The voucher system was implemented by the 
research staff, however, therapists in both conditions were encouraged to discuss the 
incentive system during sessions, praise participants for earning vouchers, and discuss 
how earnings from vouchers might be used to reach the individual’s goals. The 8-week 
retention rates for the therapies included: (1) MET/CBT plus CM: 69.7%, (2) DC plus 
CM: 66.7%, (3) MET/CBT without CM: 63.68% and (4) DC without CM: 39.4%.  
Esposito-Smythers et al. (2014) was an open pilot trial that examined an 
outpatient integrated CBT and CM intervention for emerging adults. The participants had 
human immunodeficiency virus (HIV) along with alcohol and/or cannabis use disorder 
and were recruited from three HIV clinics in the United States. Retention in substance use 
treatment was measured over four months (about 17 weeks) and involved the attendance 
at 15 treatment sessions. The retention rate for the integrated CBT/CM intervention was 
82%.  
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Smith et al. (2016) was a cohort study that examined the effectiveness of a peer-
enhanced community reinforcement approach (CRA) for 35 emerging adults with 
alcohol, cannabis, or any undefined SUD. Individualized sessions were delivered weekly 
and consisted of an adaption of the CRA approach by adding peer-delivered sessions and 
motivational interviewing. Standard CRA consists of CBT sessions based on factors such 
as functional analysis of substance use behaviors, prosocial behaviors, happiness scaling 
and goal setting, and anger management skills. The treatment retention results provided 
by the author was 11% at three months. 
Evaluation of opioid use disorders. 
A total of seven studies specifically evaluated retention in treatment for 
individuals with opioid use disorders. Schuman-Olivier et al. (2014a) was a cohort study 
that examined the records of a collaborative care buprenorphine treatment program 
comparing retention rates of emerging adults to older adults. Treatment consisted of 
office-based opioid treatment with buprenorphine maintenance treatment and consistent 
weekly psychosocial treatment sessions in a group or one-on-one session. The program 
provided individual therapy and psychopharmacology based on psychiatric need. 
Treatment retention for the emerging adult’s cohort was with 56% at 13 weeks.  
Vo et al. (2016) conducted a cohort study that used a specific outpatient treatment 
program, the Young Adult Alternative Program (YAAP). Patients were given a choice to 
receive buprenorphine or extended-release naltrexone along with psychosocial treatment. 
In this study, patients were asked to attend treatment at least four times each week 
initially. Their daily dose of buprenorphine was given to them onsite with doses usually 
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ranging from 8-16 mg per day. There were no differences between buprenorphine and 
extended release naltrexone with rates of 65% at 12 weeks and 40% at 24 weeks. 
Marsch et al.’s (2016) study was a double-blind, placebo-controlled, multicenter 
RCT that examined buprenorphine taper in youth and young adults aged 16-24. 
Participants were assigned randomly to receive double blind buprenorphine, and 
buprenorphine/naloxone assisted taper of either 28 or 56-day duration in a parallel-groups 
design. Behavioral therapy was used and CM interventions to incentivize opioid 
abstinence were offered to all participants throughout their participation in the trial. The 
therapy was based on a motivational interviewing and community reinforcement 
approach framework consisting of the following components: psychoeducational, 
cognitive-behavioral, and family systems with a specific focused on the unique treatment 
needs of adolescents (e.g., legal issues, anger management, housing, etc.). The 28-day 
group was discontinued at day 28 and given placebo until day 63, while the 56-day group 
was discontinued at day 56 and given placebo until the end of the study on day 63. As 
provided by the authors, treatment retention for the 18-24 year old’s at 63 days for the 28-
day taper was 17% and 44% for the 56-day taper.  
The retrospective cohort study by Dayal and Balhara (2017) reviewed the records 
of all emerging adults who received treatment at an all-ages buprenorphine maintenance 
treatment center along with counselling and rehabilitation services. The dose of 
buprenorphine is unknown and could not be obtained by the author. Retention rates were 
much lower compared to the Vo et al. (2016) study that also used buprenorphine, with 
33.8% percent of opioid dependent patients retained in treatment at 90 days, 19% at six 
months (24 weeks), and 12% at one year (52 weeks).  
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Schuman-Olivier et al. (2014b) was a cohort study that examined treatment 
retention in a residential treatment facility. This treatment program used detoxification 
with buprenorphine combined with a youth-specific treatment model based on the 12-
Step Minnesota Model treatment philosophy. Behavioral therapies such as MET, CBT, 
and family-based therapeutic approaches were used. Participants were detoxified with 
buprenorphine with average taper length of seven days. Participants were not offered 
buprenorphine or methadone maintenance at discharge. Participants remained in 
treatment for an average of 25.5±5.7 days (range 4 - 35 days), and 83.9% were discharged 
with staff approval.  
 Two articles report on the same sample that underwent two phases of a study, 
each published separately (Phase 1: Romero-Gonzalez, Shahanaghi, DiGirolamo, & 
Gonzalez (2017); Phase 2: Gonzalez et al., 2015). The participants in both studies 
included 80 opioid use disorder patients between the ages of 18-25. Phase one was a 
cohort study, and the participants were stratified by type of opioid used, either 
prescription opioid or heroin. All participants were given 16/4 mg per day buprenorphine-
naloxone for eight weeks along with group CBT. CBT focused on understanding SUDs 
and the recovery process, establishing a support system, managing feelings, coping with 
high-risk situations, and preventing relapses. Treatment retention was 82.5% for the 
prescription opioid group and 64.7% for the heroin group.  
Phase two (Gonzalez et al., 2015) was a double-blind, placebo-controlled trial, 
where participants were discontinued off buprenorphine/ naloxone at the end of week 
nine and were then randomized to receive placebo or two different doses of memantine 
(15 mg or 30 mg). Treatment retention at week 13 was not statistically significantly 
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different between groups. The percentage of patients that completed treatment was 35% 
for placebo, 21% for memantine 15 mg, and 22% for the memantine 30 mg.  
Risk of Bias Within Studies 
There was limited variation in the risk of bias between studies (Table 2.2), as 
evaluated using the USPSTF (2018). The majority had similar weaknesses that included 
issues with 1) assembly of comparable groups, as some studies did not have a comparable 
group, 2) clear definition of interventions, and 3) adjustment for potential confounders.  
Discussion 
This review identified ten relevant studies. Interventions that resulted in the 
highest percentage of treatment retention for emerging adults with alcohol and/or 
cannabis use disorder involved behavioral therapy such as CBT and CM. Secondly, the 
interventions that resulted in the highest treatment retention for emerging adults with 
opioid use disorder involved CBT followed by psychosocial therapy and counseling 
paired with opioid replacement therapy (ORT) such as buprenorphine, 
buprenorphine/naloxone, and naltrexone. 
A meta-analysis on SUD treatment in all adults over 18 years old reported CM 
having the highest treatment retention (71%), followed by CBT (65%) and CBT plus CM 
(56%) (Dutra et al., 2008). Walters and Rotgers (2012) also state that general 
psychotherapy is ineffective for SUD but discusses the effectiveness of therapies such as 
MET, CBT, CM. Both of these findings are consistent with the results in this review, as 
behavioral therapies such as CBT and CM alone or paired with ORT for opioid use 
disorder had the greatest retention over psychosocial therapy or DC. A systematic review 
focusing on opioid use disorder in adults demonstrated that ORT (methadone, 
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buprenorphine/naloxone) had better retention rates than placebo or no medication (Timko 
et al., 2016). This finding is also consistent with the results in this review as ORT 
(buprenorphine and naltrexone) had the highest retention rates and were higher than 
memantine or placebo.  
The interventions used in this systematic review are all recommended as standard 
forms of care by SAMSHA (2018), and the same modalities that work for the adult 
population also appear to be effective for emerging adults (Dutra et al., 2008; Walters & 
Rotgers, 2012). However, research consistently demonstrates that retention rates are 
lower in the emerging adult population (Bergman et al., 2016; Mason & Luckey, 2003; 
Schuman-Olivier et al., 2014a; Smith, 2017). For example, emerging adults that received 
the same treatment showed a 22% lower retention rate of 56% versus 78% in aged 26+ 
(Schuman-Olivier et al., 2014a).  
Given that retention rates are often lower in emerging adults despite the 
application of the full range of effective adult treatments, this review suggests they may 
require something different. This review is unable to decipher what exactly needs to be 
different but suggests ways retention in treatment may be improved, but further research 
will be needed to confirm.  
Retention may be improved by modifying treatment to meet the specific needs of 
emerging adults. SUD treatment is now evolving toward targeting specific populations, 
such as women and specific ethnic/racial groups (Mason & Luckey, 2003). However, the 
emerging adult’s population is often not targeted as a distinct group (Mason & Luckey, 
2003). Both Schuman-Olivier et al. (2014b) and Esposito-Smythers et al. (2014) had the 
highest treatment retention results and both involved treatments tailored to the specific 
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needs of the emerging adult. The program director in the Schuman-Olivier et al. (2014b) 
study reported that their program is designed to be as conductive as possible to the needs 
of emerging adults. All staff are required to take university-level courses on adolescents 
and young adults. The program is designed specifically for emerging adults, including an 
art room, music room, gym, school, and family therapy, all helping to build a sense of 
responsibility and routine. The Esposito-Smythers et al. (2014) program was 
individualized for young people living with HIV due to issues that can complicate 
treatment such as stigma associated with HIV, high-risk peer groups, low self-efficacy, 
and low social support.  
The YAAP, as reported by Vo et al. (2016), was a speciality community 
outpatient treatment program designed for 19-26-year old’s featuring relapse prevention 
medications such as buprenorphine and extended-release naltrexone plus psychosocial 
treatment, three to five clinical sessions a week, gradual taper, group, individual 
counseling, physician aid in medication management, mental health therapy, and 
psychiatric therapy for co-occurring disorders. Both the YAAP program and the Dayal 
and Balhara (2017) study used buprenorphine and psychosocial treatment, with higher 
retention rates in the YAAP program. Dayal and Balhara (2017) provided the same 
treatment for each patient regardless of age, which may have been the factor accounting 
for the variation in treatment retention.  
Another suggestion that emerged involving ways that standard treatment could be 
improved is if treatment programs were offered only for those aged 18-25. Guarino et al. 
(2009) reported that emerging adults place a high value on youth-centered treatment and 
stated they are reluctant to enter treatment programs that are dominated by adults, as they 
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perceive them to be more experienced in their addiction. Schuman-Olivier et al. (2014b) 
had one of the highest retentions in treatment results in this review, reporting that the 
participants in the youth-centered program enjoyed a tailored environment because they 
found it easier to relate to younger people as opposed to being with mature people with 
different life experiences. In the Carroll et al. (2006) study, treatment retention was 
relatively high, despite it not being tailored to emerging adults. This high retention could 
be explained by the fact that all the participants in the treatment program were emerging 
adults. A similar strategy was also used by Vo et al. (2016) in the development of YAAP 
with good results. More research is needed to give sufficient support to creating recovery 
programs solely for emerging adults, but the evidence presented here suggests that it may 
be beneficial.  
There are some limitations to this study. There are only a small number of studies 
available examining emerging adults with SUD, with only ten studies included and the 
majority were of fair quality. A thorough search was conducted to identify all possible 
studies that met the inclusion and exclusion criteria, but research focusing on the 18-25-
year-old population is understudied. Only English language studies were included, so it is 
unknown if there are other relevant publications in other languages. All ten studies had 
different interventions/controls or no control group, making it difficult to compare studies 
on the level of effectiveness, ultimately limiting the ability to perform a meta-analysis. 
The studies involved different SUDs, different interventions, and most were from the 
United States, which limits the generalizability, especially to Canada, specifically due to 
Canada’s different healthcare system. In the US, healthcare is often tied to employment, 
which can be a problem for many individuals with SUD as a majority of those are not 
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employed (Wharton School of the University of Pennsylvania, 2017). Another problem 
involved grouping some of the samples together such as mandated/in-patient/outpatient, 
which may have influenced retention rates. Another limitation is using retention in 
treatment as the outcome measure, given that some interventions were designed to 
increase retention, whereas other interventions were designed for abstinence; this could 
play a role in why some studies had higher treatment retention. Also, while retention in 
treatment appears to be the most common outcome measure used in these studies and 
through evidence-based research, research is now indicating that engagement is an 
important concept to examine (Garnick et al., 2012). Future treatment programs and SUD 
studies could examine the use of this outcome measure. 
Future research in this field should examine what emerging adults need despite 
receiving the full range of effective treatment. Determining if a tailored treatment 
approach improves retention for emerging adults with SUD or if keeping the environment 
to only emerging adults leads to greater treatment retention would be important. Future 
research could also examine the use of engagement as an outcome measure. Further, 
stratifying emerging adults with SUDs further by examining age could also be an area of 
future research. Finally, more RCTs would strengthen the field of emerging adults SUD 
research as the majority of the articles in this review were of fair quality because they 
were cohort studies. 
Conclusion 
This systematic review provides an understanding of SUD interventions that leads 
to the highest treatment retention for emerging adults. The main findings indicate the 
highest treatment retentions include (1) behavioral therapy such as CBT and CM alone 
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for cannabis and alcohol use disorders, or (2) CBT paired with ORT for opioid use 
disorder. Given the small number of studies, more research will be needed to determine 
the best way to improve treatment retention and emerging adults with SUDs quality of 
life.  
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Abstract 
 
Background: Emerging adults (those between the ages of 18-25) have the highest rate of 
substance use disorder (SUD) and drop out of treatment earlier when compared to the 
other age groups. Retention in treatment positively correlates to long term sobriety. There 
is a gap in the literature regarding how to improve retention in this age group. To 
optimize services for emerging adults, a better understanding of what treatment 
interventions work best for this population is needed.  
  
Methodology: This qualitative phenomenological study explored the perspectives of 
health care professionals (HCPs) on barriers and facilitators to treatment retention for 
emerging adults with SUD. Inclusion criteria for this study were English-speaking HCPs 
that worked full-time at SUD residential programs, including nurse practitioners, 
pharmacists, registered nurses, addiction counselors, occupational therapists, 
psychologists, and program center managers. Semi-structured interviews were conducted 
with nine HCPs from two SUD programs (residential detoxification and residential 
treatment). Interviews were transcribed verbatim, coded by developing a list of significant 
common statements, and themes emerged from these statements. 
 
Results: Four themes related to facilitators and barriers to treatment retention were 
identified: the emerging adults' development, their addiction and recovery, the 
environment, and SUD programming. The main themes are coupled with empathy and 
frustration; interviewees were empathetic towards emerging adults and felt they are a 
distinct population requiring more support and understanding, but were also frustrated 
with program policies and therefore, had suggestions for improvement. Future policy 
recommendations include tailoring programs to the unique needs of the emerging adult, 
tailoring programs to be as flexible as possible, and including HCPs in the design of SUD 
programming.  
  
Conclusion: HCPs felt emerging adults with SUD are a distinct population that requires 
more support and understanding. Improving retention in treatment for emerging adults 
will ensuring they are receiving the best possible care for their level of development. This 
will help improve their lives by increasing their quality of life and enhancing the 
likelihood of long term sobriety.  
 
Keywords: substance-use disorder; emerging adulthood; treatment; residential 
treatment; qualitative research 
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Introduction 
 According to the 2015 National Survey on Drug Use and Health, 20.8 million 
people living in the United States have an alcohol or other substance-use disorder (SUD), 
and in 2012, about six million Canadians met the criteria for a SUD (SUD; Jones, 
Johnston, Biola, Gomez, & Crowder, 2018; Pearson, Janz, & Ali, 2013).  Furthermore, in 
Canada from 2016 - 2018, over 11,500 lives were lost due to opioid related harms 
(Government of Canada, 2019). Collectively, this indicates an international crisis with 
opioid use disorders and other SUDS. For individuals of any age with chronic SUDs, 
long-term residential treatment provides intensive services combined with safe housing 
and assistance with daily life. Individuals over the age of 18 have generally been offered 
similar treatments regardless of age (Helgeson et al., 2013). This “one size fits all” 
approach ignores the distinct differences of the emerging adult as well as the 
understanding of viewing this population as a separate age group (Arnett 2000; Mason & 
Luckey, 2003).  
Emerging adulthood (those between the ages of 18-25) is a developmental stage 
proposed by Jeffrey Jensen Arnett, a psychologist with a keen interest in understanding 
this population. Arnett (2000) describes various socioeconomic and demographic factors 
that differentiate 18-25-year old’s from the older population, with an emphasis on factors 
such as an unprecedented degree of freedom and a stage of “feeling in between.” 
Emerging adults have their lives ahead of them with the opportunity to set the 
groundwork for their future. Research also shows this period of instability can lead to the 
development of a SUD, as this age group has the highest rate of substance use compared 
to any other age group with approximately 21% of emerging adults meeting the 
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diagnostic criteria of SUD, in comparison to only 9% for 12-17-year old’s and 7% for 
those age 26+ (Adams, Morse, Choi, Watson, & Bride, 2017; Davis, Sheidow, Zajac, & 
McCart, 2012). 
Treatment for emerging adults with SUD is challenging due to the complex 
psychosocial and neurodevelopmental differences of this population. The primary 
challenge is retaining this population in treatment. Retention in treatment is important 
because it positively correlates with a range of outcomes related to sobriety and overall 
improved health. Sobriety improvements include a reduced drug use, and general health 
improvements include a higher social functioning and a higher quality of life (Feelemyer, 
Des Jarlais, Arasteh, Abdul-Quader, & Hagan, 2014; Timko, Schultz, Cucciare, Vittorio 
& Garrison-Diehn, 2016). When an emerging adult becomes sober, they can be a more 
productive member of society (Laudet, Savage & Mahmood, 2002). They have less 
reliance on the healthcare system, can seek employment and have better relationships 
with family and friends. 
This research takes place in Newfoundland and Labrador (NL) Canada. The 
treatment center is located approximately 100km outside the major city, and the 
detoxification center is located in the major city. The two SUD centers in this study 
reported a similar rate of retention in treatment. In a residential treatment center, over two 
months, retention was 64% for emerging adults and 76% retention for age 26+. A similar 
trend was shown in a NL residential detoxification center, with emerging adults 
remaining in the program for fewer average days and dropping out more often after one 
day (emerging adult: 40% drop out after one day versus age 26+: 35%) (Program 
managers, Personal Communication, September 11 & September 25, 2018). 
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Research shows emerging adults tend to drop out of treatment earlier than those 
age 26+. A study by Schuman-Olivier, Weiss, Hoeppner, Borodovsky and Albanese 
(2014a) found that when given the same treatment interventions, emerging adults 
remained in opioid-use disorder in-patient treatment at a significantly lower rate 
compared to older adults at three months (56% versus 78%) and 12 months (17% versus 
45%).  
Literature suggests that the greatest treatment retention is achieved when using 
treatment such as behavioral therapy or opioid replacement therapy (Carroll et al., 2006; 
Esposito-Smythers et al., 2014; Romero-Gonzalez et al., 2017; Schuman-Olivier, Claire 
Greene, Bergman & Kelly, 2014b), which aligns with the guidelines and evidence for 
treating adults with SUDs (Dutra et al., 2008; SAMSHA, 2018; Timko et al., 2016; 
Walters & Rotgers, 2014). Elswick, Fallin-Bennett, Ashford, and Werner-Wilson (2018) 
explored barriers and facilitators to recovery through the perspectives of the emerging 
adult. They found emerging adults report challenges that may be unique to their age, stage 
of development, residential, and financial instability. Facilitators for recovery included 
spirituality and visible role models, as well as their families in their recovery process. 
Guarino et al. (2009) explored the perspectives of staff in a methadone maintenance 
clinic. They reported emerging adults to have unique challenges such as the desire to rush 
through treatment, the notion behind having to find new prosocial activities in place of 
their drug use, and high comorbidity of mood disorders. A successful recovery was noted 
to involve a readiness to change from the client, individualized care from the program, 
and the use of methadone maintenance treatment.  
EMERGING ADULTS, SUBSTANCE-USE DISORDER  
 
88 
There is no clear explanation of why emerging adults have lower retention rates in 
traditional treatment even though many aspects of treatment are effective. Researchers 
stress that discovering how to increase treatment utilization and retention among 
emerging adults is a research priority (Smith, Cleeland, Dennis, 2010).  
The objective of this study is to fill the aforementioned knowledge gap by 
gathering a rich set of qualitative data from the perspectives of health care professionals 
(HCPs) at two residential SUD centers. Interviewing HCPs is beneficial for two reasons: 
it is a unique and understudied way to address the gap by adding information-rich insight 
into emerging adults SUD residential programs, and HCPs work in direct contact with 
this population and have a vast understanding of health care systems. Including a rural 
treatment center and an urban detoxification center are unique benefits of this study as 
both capture the various stages of addiction treatment and have clients from differing 
areas of the province.  
The guiding research questions were: (a) What do HCPs perceive to be facilitators 
of retention encountered by emerging adults who attend residential SUD programs? (b) 
What do HCPs perceive to be barriers to retention encountered by emerging adults who 
attend residential SUD programs? The results of this study may inform decisions related 
to the most effective treatment options for emerging adults with SUD. Ensuring they are 
receiving the best possible care for their level of development will improve the lives of 
emerging adults by increasing their quality of life and enhancing the likelihood of long 
term sobriety. 
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Methodology and Methods 
Methodology 
According to Antwi and Kasim (2015), all research is based on some underlying 
philosophical assumptions about what constitutes 'valid' research and which research 
method(s) is/are appropriate for the development of knowledge in a given study. As such, 
the research involved in this qualitative study is based on an interpretivism research 
paradigm informed by a relativism ontology and a subjective epistemology. Further, the 
conceptual framework underpinning this qualitative study is rooted in Arnett’s (2000) 
understanding of emerging adulthood as a distinct population and in the life course 
perspective. According to Halfon and Forrest (2018), it is appropriate to classify 
emerging adulthood as a stage in the life course as it explains the multiple areas of 
development that occur during this life stage. Further, the life course also highlights the 
various trajectories that emerging adults can encounter, with SUD being a common one.  
The methodology involved in this study is a phenomenological qualitative study 
with face to face semi-structured interviews as the method of data collection. 
Phenomenological research is focused on perceptions as the primary source of knowledge 
(Moustakas, 1994). This is appropriate as this study investigates HCPs perceptions of 
facilitators and barriers to retention encountered by emerging adults who attend 
residential SUD programs. This study was reviewed and approved by the Health Research 
Ethics Authority (HREA) of Newfoundland and Labrador and Eastern Health’s Research 
Proposals Approval Committee (RPAC).  
 
 
EMERGING ADULTS, SUBSTANCE-USE DISORDER  
 
90 
Methods 
Participants and setting. 
Inclusion criteria for this study were English-speaking HCPs that worked full-time 
at SUD residential programs, including nurse practitioners, pharmacists, clinical 
pharmacists, registered nurses, addiction counselors, occupational therapists, 
psychologists, and program center managers. Other non-HCP staff was excluded because 
it was beyond the scope of their training. Both centers are voluntary residential SUD 
centers; one center was an in-patient treatment center, and the other center was an in-
patient detoxification center. The four-week in-patient treatment program follows a 
similar schedule Monday to Friday and consists of mindfulness therapy, group therapy 
(anger management, relapse prevention), educational sessions (addiction and the brain, 
sexual health and sexually transmitted infections [STIs]) and occupational therapy. 
Clients end their days at 5:00 pm which consists of mostly free time but have check-ins 
and homework periods. This center has an art-room, meditation room, and a gym room 
for clients to avail during their free time. The in-patient detoxification center does not 
follow a rigorous schedule. Detoxification is up to seven days, and during their stay, if 
clients feel well they can attend group therapy, meet with counselors, or set-up residential 
treatment. Topics included in the group therapy are related to recovery, pet therapy, 
Alcoholic Anonymous, women-only Alcoholic Anonymous, Narcotics Anonymous, 
Gamblers Anonymous, cooking group, and grief and loss group. The weekends are less 
structured and involve self-help groups. 
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Recruitment and data collection procedure.  
Participants were recruited through email contact with the manager at each center. 
A total of nine HCPs expressed interest and signed a consent form. No identifiable 
information was reported to protect anonymity. Semi-structured interviews were 
conducted to allow in-depth insight into individuals’ experiences of the emerging adults 
in the SUD programs. Semi-structured interviews are used when the researcher knows 
most of the questions to ask but cannot predict the answers, and it is useful because it 
ensures the researcher obtains all information required without forgetting a question, 
while at the same time gives a participant freedom to respond and illustrate concepts 
(Mores & Field, 1995). Interviews lasted about one hour and were conducted one-on-one 
in a private setting at each residential facility in the spring of 2018. Interview questions 
were developed by the research team. The two main questions of this phenomenological 
study addressed (a) What do HCP perceive to be facilitators to retention encountered by 
emerging adults who attend residential SUD programs? (b) What do HCP perceive to be 
barriers to retention encountered by emerging adults who attend residential SUD 
programs? Within these questions, several probing questions included perspectives on 
differences between emerging adult and older adults, and general commentary based on 
their experience with the emerging adult population. For a full list of interview questions 
please refer to table 3.1. Participants were asked to consider success as completing the 
prescribed length of the program (retention in treatment). Interviews were audio-recorded 
and transcribed verbatim by the first author.  
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Table 3.1. 
Script of Interview Questions 
1. Tell me about your role at this treatment centre?  
a) How long have you worked here? 
 
“The next questions will focus on the 18-25 year old patients. For the purpose of this 
interview, success or effectiveness will be considered completion of the program” 
 
2. What aspects of the program offered at this treatment centre leads to success for 
the 18-25 year old age group? 
 
3. How do you know when an 18-25 year old is engaged in the program? 
 
4. In contrast, what aspects of the program offered at this treatment centre may not lead to 
success for the 18-25 year old age group? 
 
5. How do you know when an 18-25 year old is disengaged in the program? 
a) What are they saying or doing that indicates to you they are disengaged? 
 
6. Do you feel young adults need their own program tailored specifically to their needs? 
a) What would such a program include? 
 
7. What differences do you see between how young adults and older adults 
respond to the program? 
 
8. Given what you have observed (or experienced) how is the age range of patients 
taken into consideration with respect to program delivery? 
 
9. Before we wrap up, are there any issues related to young adult addiction treatment 
that we have not discussed that you feel are important? 
 
Data analysis. 
After interviews were transcribed and de-identified, three of the authors (KD, LB, 
SD) independently read all transcripts. They then coded two of the most information-rich 
transcripts and then met to compare notes. The first author then coded the remainder of 
the transcripts. The coding process involved developing a list of significant common 
statements and followed the process of Moustakas (1994) approach of listing each 
statement, also referred to as horizontalization of the data (Padilla-Díaz, 2015). These 
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three authors met bi-weekly to discuss the list of significant statements and then formed 
these statements into themes. Each statement was treated with the same worth and from 
here, they were grouped into broader units. These broader units of information were then 
shaped into the themes of the study.  
Results 
Description of Participants  
Nine HCPs (n=6 from the residential treatment center and n=3 from detoxification 
center) were interviewed. The age range of the participants varied; some participants were 
closer in age to emerging adults, while other participants were middle-aged. The level of 
SUD treatment experience of the participants varied; approximately five participants 
expressed having a lot of experience and four expressed lower to moderate level 
experience. Of note, throughout the interviews, the participants used different 
terminology for the same concepts. Addiction was used to refer to substance use disorder, 
and young adults were used to refer to emerging adults. 
Themes 
The datum was analyzed, and four overarching themes were identified: (1) 
developmental stage; (2) addiction and recovery; (3) the environment; and (4) substance 
use disorder programming. Each of the themes is complementary and can be 
conceptualized and visually represented as pieces of a puzzle with each piece fitting 
together to represent success (Figure 3.1).  
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Figure 3.1. The Puzzle of Success: Emerging Adults in SUD Programs  
 
 
The following table (Table 3.2) summarizes the facilitators and barriers related to 
each of the four themes. The following section explains each in detail. 
Table 3.2 
 
Facilitators and Barriers to Treatment Retention 
Theme 
Facilitators to 
success/retention 
Barriers to 
success/retention 
Theme one:  
Developmental 
Stage 
 - Emerging adults lack of 
social skills and not 
following the rules.  
-Emerging adults differing 
needs (The different needs 
of the two age groups 
causes issues in the 
program).  
Theme two: 
Addiction 
& Recovery 
- Intrinsic motivation - Lack of understanding 
from the emerging adult, 
family members, friends, 
and program staff, general 
public, and community is a 
barrier to retention.  
- Extrinsic motivation 
Theme three: 
The 
- Positive post-discharge 
environment  
- Program environment 
with too many emerging 
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Theme 1: Developmental stage. 
 
 Representing the first piece of the puzzle is the participant’s view around 
emerging adults’ level of development in success. Participants felt that their level of 
emotional development could explain any issues or differences faced by emerging adults. 
One reason could be stunted brain development due to drug use, as participants expressed 
that most emerging adults began using drugs at an early age, which can influence healthy 
brain development and lead to significant behavioral issues. Another explanation could be 
the emerging adults’ level of brain maturation not being fully developed. Regardless of 
their reason, the participants’ felt that emerging adults’ level of development presents 
some challenges influencing success.  
Impact of developmental stage in success. 
Firstly, the participants frequently discussed the impact of issues related to the 
emerging adults’ level of development. Emerging adults are sometimes seen as being 
non-compliant and more prone to break the rules.   
Environment adults (leads to forming 
relationships, chaos, 
drama) 
Theme four: 
Substance - Use Disorder 
Programming 
- Pre-treatment experience 
- Safe, fun, relaxed 
environment 
- Support from staff 
- Rapport between client 
and staff 
- Withdrawal management 
- Structure 
- After-care set ups in place 
- Less structure (on 
evenings/weekends) 
- Staff lack of support 
(short staff) 
- Smoking ban 
- Length of treatment (too 
short) 
- Lack of flexibility 
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There's been some problems with drugs being brought in, and it's typically the 
younger population and cigarettes, people are always trying to bring in cigarettes, 
get them dropped off or thrown over the fence, or sneaking into each other rooms. 
Emerging adults can lack social skills or maturity, which hinders success. 
  
What I see or observe, a lot of our younger population are lacking certain social 
skills ... just the basic social skills of understanding and respecting someone when 
they're speaking, how to engage someone in a conversation without shouting or 
putting defences up by somebody else, or those type of things. 
 
Another participant noted: 
You can see that in the young adults, drama, is almost like they haven’t left grade 
12 ... because their brain maybe hasn't left grade 7. 
 
Emerging adults differing needs. 
 
Due to these developmental and behavioral differences, the HCPs suggested 
emerging adults differ from those 26+. For example, their substance use patterns may be 
different:  
A lot of the older adults here, from my experience, its alcohol-related and not say, 
crystal meth or whatever, that’s the younger, you can’t be on that till you’re 60. 
 
HCPs emphasized various struggles they encounter engaging with the different 
age groups, especially when planning different activities such as hikes, which may not be 
appropriate for all ages. As one participant noted about curricular components: 
I think there could be some changes if it was mostly young people, for example, 
sometimes they want to go for like a hike or bowling or horseback riding. I think 
if we had just the 18-25 we would be more able to engage them in finding out 
what do they like, what do they enjoy, what kind of leisure activities can they put 
into their lives instead of their addiction, to have it easier on us that way and they 
might get more out of it. 
 
Group therapy is a prominent part of each program. Clients at both centers have 
group therapy sessions together on various topics related to addiction. Some HCPs shared 
a perception that the topics offered are not always relevant to each age group. 
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I know staff have changed things, it could be the topic of the group, so you know 
we have had topics in the past, like ‘return to work’, but ‘return to work’ might 
not be appropriate for them. 
 
Due to emerging adults’ developmental stage, some participants felt a program 
tailored to their age group would be appropriate. There were discrepancies in interviewee 
responses when asked do they need their own program. Some participants felt it would be 
very beneficial, and some felt unsure if they need their own program and explained some 
pros and cons.  
I think there's definitely benefits to it … because I think there is nice benefits to 
having them with some of the older people because they get that wisdom, 
experience, they see a path that they don't want to take ... and a lot of times the 
older clients will take the younger ones kind of under their wing and become more 
of a maternal or paternal figure to them ... and they get to see like a meaningful 
connection with somebody else. 
 
Regardless of differing opinions regarding separating the program by age, all 
participants felt a more tailored approach would be beneficial.  
It would certainly involve more things young adults like doing, it could involve 
some type of like computer, web-based, different things, to be more specific in 
that area, or I guess pretty much things that age group would be interested in. 
 
In summary, participants felt the program was not addressing the developmental 
needs of the emerging adult. Realizing this discrepancy, however, was an important part 
of improving the chances of successful outcomes in this age group.  
Theme 2: Addiction and recovery. 
The second theme addressed the issues related to addiction and recovery. 
Participants expressed how most emerging adults have less experience in their addiction, 
and as a result, one participant said:  
They don't always realize or appreciate that addiction may be something that is 
lifelong with them and it's a chronic relapsing brain disease.  
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Lack of understanding. 
 
Issues surrounding a lack of understanding also emerged from the general public, 
friends and family, and the HCPs. A lack of understanding can be stigmatizing, and 
interviewees felt when someone does not understand addiction, it can hinder the recovery 
of the emerging adult. For example, HCPs felt emerging adults do not take their addiction 
seriously or appreciate the magnitude of the addiction.   
I think as young teenagers there's a tendency that you're invincible and things 
don't apply to you, and I think that same concept and understanding is there, 
because obviously developmentally, they're still in that stage, so when they talk 
about going to group and being required for pre-treatment, they still see it as ‘well 
that really doesn't apply to me’. 
 
Support and awareness of the community are important to recovery. A lack of 
understanding from the community/general public was mentioned as barriers, Support 
and awareness of the community are important to recovery. A lack of understanding from 
the community/general public was mentioned as barriers. 
I think there's a big lack of understanding in the community at large, I guess of the 
true root cause of addiction ... There’s a lot of education needed. 
 
Interviewees shared a perception that emerging adults’ family and friends can 
easily influence their recovery and that a lack of understanding can be a barrier to 
recovery. 
The parent’s understanding the addiction really helps, so when we hear parents 
say things like ‘this better work’ … what do they think we’re going to do, like 
[wave] a magic wand? It’s really a process, and they don’t get that. 
 
Furthermore, some interviewees felt that the HCPs should have experience 
working in mental health and addictions. When the HCPs do not have prior experience, it 
can impact the success of the clients in the program. As one participant shared:  
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I think it should be a requirement to have mental health and addiction treatment 
experience … they come in from senior’s homes, hospitals, and not a clue about 
mental health and addictions ... I think it should be a requirement ... I think you 
need at least 5 [years] to work here. 
 
Several participants emphasized addressing the client’s root cause of addiction is 
important. As one participant noted, quoting Gabore Maté, that the question to ask 
someone with addiction is not why they have the addiction, but why the pain? According 
to Maté’s (2018) individuals are suffering and as a result, they escape this pain by 
numbing with substances. A lot of the participants seemed to view addiction similarly and 
felt that for patients to be ready to change, they need to understand their addiction in a 
different light. 
Once they see their addiction, and to see that any reasonable person that's gone 
through what you went through would seek - relief from their suffering, and when 
they realize that's all they're seeking is relief, so let's seek relief in a healthier way 
… and when they don't realize the root cause of their pain and suffering, they'll 
never recover.  
 
Intrinsic versus extrinsic motivation. 
Another sub-theme involves the client’s motivation for attending the program. 
Participants felt emerging adults present with different levels and sources of motivation, 
ranging from very motivated and attending for an intrinsic reason, to not being motivated 
and attending for an extrinsic reason. These extrinsic motivations may be a barrier to 
success in the program, and the participants noticed a correlation between the degree of 
motivation and intrinsic versus extrinsic reasons. Many of the HCPs felt it was common 
for the emerging adults to attend the programs for extrinsic motivational reasons. One 
reason included someone forcing them to attend.  
With that age group, it’s their family making them come here rather than realizing 
they want to do it for themselves … I feel like if someone's getting pushed here 
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for their family, they kind of coast through, like they're here in body, and not 
really in mind, and not really doing it. 
 
Additionally, the HCPs felt if a client has a child, they may attend the programs 
for something related to child services or court-related. 
They'll say, ‘I'm only here because my child protection worker said come to the 
[treatment] center, and I can get my child back.’ Like the social worker might not 
obviously say that in those words but they interpret it. 
 
And some clients may have housing issues and nowhere to live, which can impact 
recovery. 
I think there’s some people who have housing issues that sometimes mask an 
admission to the [detox] center as a means for detox. 
 
However, interviewees shared the perception that when a client has an intrinsic 
motivation, it is a facilitator for success.  
There's a huge difference we see when someone comes on their own volition 
versus a family member giving them an ultimatum. 
 
In summary, participants felt several components related to addiction and 
recovery leads to success in the programs. Participants emphasized the importance of 
anyone involved with the recovery of emerging adults should have a good understanding 
of addiction and the reason for attending programs should be understood and addressed 
by both the emerging adult and the HCPs.  
Theme 3: The environment. 
Participants expressed the importance of the surroundings and conditions in which 
the emerging adult lives. While residing in the program, their environment is important, 
and participants felt a number of issues emerged that can be explained by the program 
environment.  
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Treatment center environment. 
Participants expressed the opinion that emerging adult’s development sometimes 
causes behavioral issues, with a shared perception that mixing too many emerging adults 
without the presence of the older clients can create a chaotic atmosphere. As one 
participant stated when there are too many young people “it can get toxic quick and 
spreads like wildfire.” When ages are not balanced in the program, the participants felt 
too many emerging adults together creates a toxic atmosphere, 
[When] we have a lot of young people here that's usually when its chaotic 
*laughs* ... From my experience that’s mostly to do with development. 
 
which also causes issues for the older clients as well.  
The young people are just about drama, and the older people are done with the 
drama ...I find it's more the disadvantages are to the 60-year-old trying to deal 
with the drama that the young people have ... in a way to have a separation would 
be good, you can focus on the drama piece. 
 
Another problem besides “drama” is the issue of emotional/sexual relationships 
between clients, which is more frequently noted among emerging adults than older 
clients. Forming emotional/sexual relationships is a barrier to success not only because it 
is a policy of the centers not to display romantic behavior, but the HCPs felt it distracts 
emerging adults from the reason they came to the center. 
Something we struggle with, and it does usually just happen with the younger 
population, is forming relationships here - So there's like zero tolerance for like 
any sexual activity or exclusive relationships here but - it still happens and we 
often hear about it after the fact ... so I think we talked about it in a form of 
substitution, so just like anything that makes them feel good, or makes them feel 
happy, they’re kind of like at an age for some of them for sexual exploration or 
what not ... but I think that will be the nature of having a lot of young people here, 
we don't tend to have that issue when we have like the 40-50 year old’s  ... they 
can get really focused on their relationship ... none of that has anything to do with 
their recovery but that's like what they're talking in therapy or group about. 
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Post-discharge environment. 
 
In addition, participants also acknowledged the importance of the surroundings 
and conditions of where they live once leaving the program. When leaving the program, 
having a positive post-discharge environment is important in maintaining their recovery. 
Participants recognized that often the friends of the emerging adult clients are substance 
users, and this poses a risk to maintaining sobriety after treatment. 
The younger groups have the support system that is stereotypically not supportive 
or still using and have a lot of buddies that are still using that they have to cut out, 
so for a lot of them they are coming in and have to completely revamp their life 
that they know, that's a very difficult task for them. 
 
In summary, participants expressed how important environments are in emerging 
adult’s success and that a facilitator to success involves a program environment with a 
balance of ages and ensuring emerging adults return to a positive and supportive post-
discharge environment.  
Theme 4: Substance-use disorder programming. 
 Representing the last piece of the puzzle is the participants’ view around the SUD 
programming in ensuring success. Interviewees expressed if the program is not meeting 
the needs of emerging adults at any stage, then they are at risk of not completing 
treatment. For example, the SUD programming is complementary to the other three 
themes because the program can act as a venue to address any issues that emerging adults 
present with initially. This emphasizes the importance of having a supporting and 
successful program, and many participants shared this perception. Three important sub-
themes emerged as treatment stages involved in emerging adult’s recovery, including pre-
treatment, design of treatment programming, and after-care.  
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Pre-treatment. 
Pre-treatment is typically the first stage involved in addiction treatment and 
consists of their first attempt at recovery and is typically out-patient care. However, not 
every patient with addictions will avail of pre-treatment. A number of the participants felt 
pre-treatment was a facilitator for success, and many HCPs mentioned that having 
previous exposure to other forms of treatment before attending residential treatment is 
beneficial, as it increases clients understanding of their addiction and readiness for 
treatment.  
The staff here have noticed a big void if clients come in without that pre-
treatment, we find we take a lot of time trying to engage them in this process 
when really, they should be already coming in ready to do the work and already 
engaged. 
 
Although the participants acknowledged the importance of pre-treatment, the 
participants also discussed that they couldn’t  turn someone away because they don’t have 
pre-treatment. 
Usually, this should be the last stage, like they should go to a counselor and work 
through their problems and see if outpatient works before inpatient ... but you 
can't set up barriers to saving lives either ... but I think the people that have the 
most success have had supports already. 
 
Design of treatment programming. 
 
The treatment program is important to a successful recovery and the HCPs 
frequently discussed specific components that can help or hinder success. Factors related 
to the treatment program such as the program design were mentioned as facilitators. 
HCPs felt being in a safe environment is important. HCPs also expressed emerging adults 
like components that are fun, relaxed, and social, such as playing recreational sports. 
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I also think the fun piece ... I think the therapeutic rec is a big part for the youth ... 
going out and playing badminton and basketball and having fun and I think our 
therapeutic rec specialist is one of the best, she really engages and has fun with 
them and I think that's a really big piece. 
 
Also, participants felt a relaxed, less formal environment is important for 
emerging adults in the program design. 
Definitely the younger crowd, the 18-25-year old’s, they do participate more in 
group, especially in more of a relaxed, kind of like fun group, where they can just 
kind of openly ask questions and isn't necessarily talking about their like addiction 
and getting into like emotions ... I think they all do respond pretty well to the 
education piece … so when you're able to increase their knowledge, they’re really 
receptive. 
 
Currently, initiating withdrawal management with opioid substitution is not a 
routine component of the inpatient treatment program. Interviewees mentioned that some 
emerging adults would benefit from more effective withdrawal management to help them 
with the pain of withdrawal. One participant pointed out that this should be a component 
in the design of treatment programs: 
I think the withdrawal management of the medications [leads to success] because I 
think that a lot of youth want quick fixes ... and I don't think they can handle the 
pain of going through withdrawal ... so I think the medication piece really works 
for them. 
 
Participants frequently discussed the structure of the treatment program. Some 
participants indicated that a structured program is important to establish a routine in 
emerging adults. 
Having some routine and structure in their lives is huge and learning to create 
routine and structure in their lives ... boredom and free time is a trigger for many 
of them. 
 
Similarly, participants noted that the program is less structured on the evenings 
and weekends, and this is sometimes when issues emerge. 
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I find when the clients are in a structured setting from 9-5 with the clinical team, 
its good, but then later in the evening, when there is no clinical team or on the 
weekends [when] there's just nursing, sometimes you can see, they're not as 
engaged ... and sometimes they almost look like a totally different group of 
people. 
 
Another aspect related to the program design was about the staff who work at the 
treatment center. Participants mentioned how important it is for patients to feel supported 
and have a good rapport with the staff. 
I think the [therapeutic] relationship is always key because like I said this 
population is stereotypically untrusting, so no matter what kind of therapy I'm 
doing, I’m always focused on building a rapport first, because if they don't trust 
me, it doesn’t matter what skill I’m using. 
 
Participants also expressed helplessness and frustration about the program design. 
HCPs expressed a great desire to want to help but acknowledged that sometimes there are 
factors related to program design rules/policy that are barriers to letting them help in the 
best way possible. They mentioned that they sometimes feel like their resources are 
stretched and they could use additional support. 
I think it would be so helpful to have either therapy assistance or volunteers in the 
room with us because I think those people, in order to get anything out of the 
program, need a bit more support than we can provide in a group program. It's 
almost like if you have a young person that needs help with their homework, like I 
can't help them all. 
 
Participants also mentioned certain rules associated with the program can lead to 
barriers. One participant highlighted the ‘no smoking rule’ as a barrier for some staying in 
the program. 
I think they should be allowed to smoke. They're not allowed to smoke and a lot 
of the time that causes a lot of people to leave ... so that's just one thing that would 
be amazing if it got changed because we'd have such a higher retention here. 
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The in-patient treatment center is currently four-weeks and some participants felt 
the length was too short, which was a barrier for building rapport.  
I think length of treatment is a big issue ... I consistently notice that when people 
are in end of week 3 and week 4 that's when I’m starting to develop ... we’re 
really starting to do some work, I've developed a rapport with them and then I 
only have a week left with them ... I'd be happy with 6 if we could get 6, but 8 
would be great ... they're not going to remember their first 2 weeks because either 
they were in withdrawal, or they're so anxious, and this is so overwhelming, and 
they're trying to get used to it. 
 
Participants also expressed changing the daily structure to suit the needs of the 
emerging adults would be more beneficial. 
Sometimes I find it might be a little too much … sometimes I go out with the 
therapeutic rec and they tell me more on walk … I think if we could have more, 
like I don’t know, more walks ...  like informal than the structure all day long, I 
don't think that works ... by the afternoon they’re too tired... I think structure is 
important to teach them ... I think the whole groups all day long is a little bit too 
much ... I think that's one of the faults of the program. 
 
Another participant noted: 
[A program] that could still have rules in place but be able to kind of go with the 
flow the way a younger person may be able to, like most young people tend to 
sleep in a little in the mornings and stay up a bit later in the night, so tailoring that 
a little bit more would be good.                                                                                                              
 
After-care. 
The final stage for recovery is after-care. This involves having good supports in 
place for when the client leaves the program such as having counseling, family supports, 
and other social supports in place. After-care is just as important as pre-treatment, and 
HCPs also acknowledged this. For example:  
I think consistent after-care is the big thing - and no gaps in care. They're here for 
4 weeks, a lot of times 5 weeks, with continued support every day, all day, so 
when they leave they need to go right into another service and have consistent 
service, because a lot of times I find if there are gaps or even a couple weeks gaps, 
you lose them.  
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In summary, participants expressed how important programs are in the success of 
emerging adults. Participants felt it is important for emerging adults to have pre-treatment 
and after-care, with one participant saying, “we notice the gap at the beginning, and we 
notice the gap at the end.” Participants expressed factors related to success in the 
programs such as a safe, fun, and relaxed environment and the ease to develop a positive 
rapport between client and staff. Participants also expressed frustration about the program 
design and wanted factors such as the smoking ban, length of the program, structure of 
the program days, and group therapy to be flexible. 
Overall Summary 
Overall, this study identified four themes related to facilitators and barriers for 
retention in treatment of emerging adults in SUD programs. Although some of the 
findings could pertain to those of any age, the focus of these findings is on the emerging 
adult population. The four themes are complementary and highlight that HCPs feel 
emerging adults are a distinct population requiring more support and understanding as 
many factors may make them more difficult to treat. The general attitudes of the 
participants were empathetic, and they acknowledged that any barriers to emerging adult 
retention are usually related to their level of development. Participants also expressed 
frustration for policies of the program and suggestions for improvement.  
Discussion 
Emerging adults with SUD are often a challenging population to treat, as research 
consistently demonstrates emerging adults have higher rates of substance use but drop out 
of treatment earlier than their older counterparts (Adams et al., 2017; Schuman-Olivier et 
al., 2014a). Understanding how to improve treatment retention is important because it is 
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the strongest predictor of continued sobriety and positive health outcomes (Gogel, 
Cavaleri, Gardin, & Wisdom, 2011). When an individual becomes sober, they have the 
opportunity to regain the years lost to drug use, increase their quality of lives and 
relationships, and contribute to society and the economy. This study contributes to the 
literature by directly identifying facilitators and barriers to retention in treatment through 
the perspectives of HCPs that work closely with emerging adults in SUD programs, given 
retention in treatment is normally low in this age group.  
The HCPs described four complementary themes related to facilitators and 
barriers for retention of emerging adults in SUD programs. The four complementary 
themes can be represented visually through a puzzle; when all pieces of the puzzle fit - 
success is achieved (Figure 3.1). Conversely, barriers arise when one of the four pieces 
does not fit.  
Several components facilitate successful retention such as ensuring emerging 
adults differing needs are understood and addressed in the program was identified as 
important. Empathetic staff help to ensure rapport is built quickly and easily. Ensuring the 
clients understand the root cause of addiction and their motivation for seeking treatment 
helps with success. Another component of the puzzle involves ensuring those close to 
emerging adults’ recovery such as family and friends understand addiction as this helps 
reduce stigma and increases support. The fourth piece is the programming content itself. 
A program should have optimal age mixing which helps reduce drama and chaos in the 
treatment setting. It is also important for clients to have pre-treatment or for a program to 
adjust for clients who come in without pre-treatment. Finally, a program should also 
ensure clients have good after-care supports in place when they leave the program. 
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The participants acknowledged the unique differences of the emerging adult and 
felt facilitators to retention involves a program that is tailored to the unique needs of 
emerging adults. Similar studies expressed the importance of developmentally appropriate 
services for emerging adults as they have unique challenges, including the desire to rush 
through treatment, having to find new prosocial activities in place of their drug use, and 
high comorbidity of mood disorders such as social anxiety, generalized anxiety, bipolar 
disorder, and depression (Guarino et al. 2009; Skehan & Davis, 2017). Strategies to tailor 
treatment programs and ultimately increase retention for emerging adults could include 
aspects that were used in a study by Schuman-Olivier et al. (2014b) which had very high 
retention rates (~80%) for their residential treatment program on emerging adults. 
Strategies include tailoring to the needs of the emerging adult, help build a sense of 
responsibility and routine for emerging adults with an art room, music room, gym, school, 
and family therapy, and university level courses on adolescents and young adults for staff.  
The participants mentioned the importance of having highly educated staff in the 
areas of emerging adulthood development and addiction. One study reported that all their 
staff was required to take university-level courses on adolescents and young adults 
(Schuman-Olivier et al., 2014b). Therefore, one recommendation could be to increase 
staff education and ensure staff are adequately trained and prepared to work with 
emerging adults with SUDs and their unique needs. A lack of understanding from the 
family members was also a barrier to emerging adults’ retention because it leads to 
stigmatization and ultimately affects an emerging adult’s recovery. A study by Luoma et 
al. (2007) suggests SUD treatment centers should attend to the impact of stigma on their 
clients by having interventions with service providers to reduce stigma or to examine the 
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program's policies and procedures for the possibility of their contribution to stigma. 
Additional suggestions include motivational interviewing, acceptance and commitment 
training, and communicating positive stories of people with SUD (Livingston, Milne, 
Fang, & Amari, 2011; Luoma et al. 2007). It is also important to understand the root 
cause of addiction to help develop the best possible treatment for each individual. There 
are many root causes of addiction, and as such, treatment should not be “one size fits all” 
(MentalHealth.Net, 2015).  
Understanding the motivation behind why an emerging adult is attending a 
program was discussed in our study. Motivation is recognized to be an important factor in 
recovery from SUDs (Sayegh, Huey, Zara, & Jhaveri, 2017). Intrinsic motivation is when 
an individual engages in behavior because of the inherent satisfaction or enjoyment the 
action entails. Extrinsic motivation is when a person performs a behavior because of 
external factors, such as the promise of reward or the fear of punishment, for example, to 
avoid court (Sayegh et al., 2017). DiClemente (1999) states that individuals with intrinsic 
motivation have better long-term outcomes than those with extrinsic motivation. 
Approaches designed to help clients identify intrinsic motivation includes reflective 
listening by helping clients recognize the discrepancy between "where they are" and 
"where they want to be” through an exploration of life goals and values and motivational 
strategies such as brief intervention, motivational interviewing, and motivational 
enhancement therapy (MET) (Center for Substance Abuse Treatment, 1999; DiClemente, 
Bellino, & Neavins, 1999).  
The role of the environment on treatment retention was discussed in this study. 
Guarino et al. (2009) suggested emerging adults prefer to be in an environment with only 
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emerging adults and are intimidated entering a residential program dominated by all older 
adults. Contradictory to this finding, the majority of the participants in our study thought 
that keeping a balance of age creates a more therapeutic environment for emerging adults 
because with too many emerging adults there is an increase in interpersonal drama and 
illicit sexual encounters. Additionally, the role of the environment post-discharge was 
considered to be equally as important as relapse after discharge is usually high (Carter et 
al., 2008). Barriers to a positive transition from residential treatment to the community 
include geographical differences between care, and the client having to rebuild trust with 
a new counselor (Carter et al., 2008). Also, other ways to incorporate after-care include 
access to stable housing and employment, positive support networks, expanded discharge 
planning services, transitional assistance, and funding to help any gaps in service delivery 
or to meet basic needs (Manuel et al., 2017). 
Flexible programming was also acknowledged as a facilitator to success. A 
systematic review of mental health and SUD residential programs for any age suggests 
programs should be flexible, supportive, and low-intensity (Brunette, Mueser, & Drake, 
2004). Participants expressed the importance of rapport with the emerging adults and 
having empathy for the clients helps with rapport building. Among adults in SUD 
treatment, a stronger therapeutic alliance (i.e., patient-centeredness and empathy from 
clinicians) has been linked to greater engagement, retention, and early improvements in 
substance use and distress (Urbanoski, Kelly, Hoeppner, & Slaymaker, 2012). 
Suggestions to increase the length of the program to increase rapport was discussed. 
Further, participants felt those who received treatment before attending the 
program (pre-treatment) helped better prepare them for the program. Participants felt 
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those without this experience were at a disadvantage and programs should adjust for 
clients that come in without pre-treatment by either extending the length of the program 
or offering a separate stream for those clients. Participants also expressed the desire for 
flexibility surrounding the smoking ban at the center. On one hand, these non-smoking 
policies are implemented as public health efforts to provide smoke-free environments, 
protect non-smokers, and promote tobacco cessation among tobacco users (Muilenburg, 
Laschober, Eby, & Moore, 2016). On the other hand, some programs operate with less 
stringent rules with the mandate that quitting tobacco use during treatment for other 
SUDs adds stress and interferes with treatment success (Muilenburg et al., 2016). A 
possible option to implement less strict tobacco use is taking clients who smoke on walks 
off the residential property or allowing them to smoke in a designated area outside the 
building. Another existing barrier related to the policy of the program included the format 
of the client’s days. The HCPs felt long days were barriers and suggested having a more 
flexible schedule. 
The participant’s attitudes demonstrated a need and desire to improve the lives of 
emerging adults. Most of the participants had some suggestions for improvement and 
change but were frustrated and felt helpless as they realized it was beyond their control to 
directly change the structure of programming or the policies of the institution. (e.g., issues 
with methadone program, not being allowed to smoke, structure, length of the program, 
dealing with people without pre-treatment). The frustration and helplessness could be 
resolved by including the views and insights of HCPs with the formation of policy. There 
is good evidence suggesting that HCPs such as nursing staff should be more involved in 
policy decisions, given their unique relationship to the patients/clients (Kunaviktikul, 
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2014). Also, patient-oriented research is a new concept gaining attention because it 
involves patients, their caregivers, and families in the full process of a research study. 
Patient-oriented research ensures studies focus on components that patients view as 
priorities and ultimately leads to improved health outcomes for patients (CIHR, 2018). 
The benefits of patient-oriented research suggest that including those close to the patients 
such as HCPs could provide benefits as well.  
The findings of this study are relevant in NL as well. Mental health and addiction 
care delivery in NL is often challenged by geography, adequate human resources, 
continuity of care, and transitions between pediatric and adult care. Available adult 
treatment programs follow a standard approach and are not tailored to meet the complex 
needs of emerging adults. In NL there are two adult residential full-time substance 
treatment facilities, Humberwood in Corner Brook and The Grace Centre in Harbour 
Grace. One is on the west coast and the other on the east coast. The wait lists for these 
facilities illustrate the demand for addiction services. NL could benefit from modifying 
some of their programs to reflect some of the results found in this study, specifically in 
regard to tailoring to the unique needs of emerging adults and also increased staff 
education. 
Policy research on SUD has been understudied and under-researched. The 
findings of our study have implications for policy and program planning, and we 
encourage policy planners to view our findings. Additionally, our plan is to have 
knowledge translation in the work place, involvement in provincial committees either as a 
member or resource person, local/national conference presentations/posters, letters to the 
editor commenting on specific issues of the day, and letters to newsletters.  
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Improving SUD outcomes will reduce the total cost of care - total spending on 
substance abuse treatment in the United States was an estimated $21 billion in 2003 and 
in Canada, the economic cost of substance use in 2014 was $38.4 billion. This includes 
costs related to healthcare, criminal justice and lost productivity. (CAMH, 2018;French, 
Popovici, & Tapsell, 2008). As SUD is a growing global issue, this further emphasizes 
the importance of finding alternative ways to improve treatment (CAMH, 2018; French, 
Popovici, & Tapsell, 2008).  
This study had some limitations. First, we grouped the residential treatment and 
residential detoxification programs, which could be a limitation. Although the common 
themes remained the same, the programs operate different mandates with one focused on 
treatment and the other on detoxification. Any major differences between the centers 
were reported separately, but the common themes were similar. Only nine HCPs 
participated in the interviews, although we felt we reached saturation, more participants 
could strengthen the findings. A third limitation was using treatment retention as the 
measure of success. Recent literature suggests engagement (as measured by The 
Washington Circle of Engagement) may be a better outcome measure because 
engagement measures how many people return to treatment after the first session, stating, 
that in order for a patient to have greater retention in treatment, initiation, and 
engagement in treatment must first occur (Garnick et al., 2012). However, based on the 
literature, retention in treatment appears to be the most common outcome measure used to 
measure success in SUD programs.  
Future research should examine if tailored SUD programs and flexible SUD 
programs improve treatment retention for emerging adults. Further, if keeping treatment 
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program environment to only emerging adults increase treatment retention for emerging 
adults with SUD. In addition, research from the emerging adult perspective is limited, and 
future research could also examine facilitators and barriers to retention from their 
perspectives. Furthermore, policy research should examine if involving HCPs in the 
planning of SUD programs improves outcomes for emerging adults. 
Conclusion 
 This qualitative study provides an understanding of HCPs perceptions on 
facilitators and barriers for retention of emerging adults in SUD programs. The main 
findings identified four main themes coupled with empathy and frustration. The 
interviewees were empathetic towards emerging adults and felt they are a distinct 
population requiring more support and understanding, but were also frustrated with 
program policies and therefore, had suggestions for improvement. Future policy 
recommendations include tailoring programs to the unique needs of the emerging adult, 
tailoring programs to be as flexible as possible, and including HCPs in the design of SUD 
programming. The findings from this study add to the literature surrounding emerging 
adults retention in SUD programs. It can help advise treatment programs so that they can 
offer emerging adults the best possible care for their level of development, ultimately 
increasing the likelihood of their long-term sobriety. 
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Chapter 4: Summary 
Overview of Chapter 
         In this concluding chapter, the reader will be re-oriented to the background 
involved in the development of the research studies, followed by a return to the 
conceptual framework and a summary of the findings in the two studies presented in this 
thesis. As a reminder, chapter two reported the systematic review, which examined 
substance use disorder (SUD)/addiction treatment interventions from the literature that 
leads to the highest treatment retention for emerging adults. Chapter three presented the 
qualitative study, which examined health care professionals (HCPs) perceptions on 
facilitators and barriers to retention of emerging adults in SUD programs. This is 
followed by recommendations for policy and practice and areas for future research and 
concludes with a final reflection.  
Background of Studies 
Development of Research Question and Objectives 
         Emerging adults (those between the ages of 18-25) have the highest rate of SUD, 
constitute more than 20% of SUD treatment cases, and are less likely to stay in treatment 
compared to other age groups (Adams, Morse, Choi, Watson, & Bride, 2017; Bergman, 
Kelly, Nargiso, & McKowen, 2016; Schuman-Olivier, Weiss, Hoeppner, Borodovsky, 
Albanese, 2014a). Collectively, this suggests there is a need to increase treatment 
retention within this population in an effort to help them recover from SUD.  
Treatment retention is important because it correlates to a range of outcomes 
related to long term sobriety (Feelemyer, Des Jarlais, Arasteh, Abdul-Quader, & Hagan, 
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2013; Timko, Schultz, Cucciare, Vittorio & Garrison-Diehn, 2016). Improving retention 
in treatment for emerging adults with SUD will improve their quality of life (Feelemyer et 
al., 2013). Nevertheless, Smith (2017) identified a gap in the literature on how to improve 
outcomes and stressed that it should be a research priority. The majority of the literature 
either describes demographic differences between emerging adults and those age 26+ or 
examines interventions that lead to the greatest treatment retention in emerging adults 
(Adam et al., 2017; Carroll et al., 2006; Dayal & Balhara, 2017; Esposito-Smythers et al., 
2014; Mason & Luckey., 2003; Morse and MacMaster., 2015; Schuman-Olivier et al, 
2014a; Smith, Davis, Ureche & Dumas, 2016; Vo, Robbins, Westwood, Lezama & 
Fishman, 2016).  
To address this gap, two complementary studies were designed and presented in 
this thesis with the overarching research question: what are the best options to improve 
treatment retention in emerging adults with SUD? 
General Approach and Methods 
         The general approach and methods involved a two-part complementary research 
study focused on SUD in emerging adults. A systematic review was presented in chapter 
two. This chapter summarizes the literature on interventions leading to the highest 
treatment retention. This was done following the Preferred Reporting Items for 
Systematic Reviews and Meta-Analysis (PRISMA) guidelines. As such, Medline, 
PsycInfo, CINAHL (all via EBSCO), and Embase were systematically searched for 
articles evaluating treatment interventions for emerging adults with SUD that leads to the 
highest treatment retention. The results of the systematic review informed the design and 
interview questions for the qualitative study, presented in chapter three.  
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Chapter three (qualitative study) explored perspectives of HCPs on facilitators and 
barriers leading to the highest treatment retention. Conducting this study followed the 
procedures for conducting phenomenological research, as referenced by Creswell and 
Poth (2018). Creswell and Poth (2018) describe Moustakas (1994) approach involving 
systematic steps in the data analysis procedure and guidelines for assembling the textural 
and structural descriptions.  
Conceptual Framework 
Through revisiting the life course conceptual framework, the reader can see where 
the findings of this thesis fit within the conceptual framework. Imenda (2014) states that 
once data are collected and analyzed, a framework is used as a mirror to check whether 
the findings agree with the framework or if there are any discrepancies. As mentioned, 
Arnett (2000) views emerging adults as their own distinct population and for the life 
course conceptual framework of emerging adults, characterizing emerging adulthood as a 
stage in the life course can explain social, cognitive, psychological, and brain 
development that occurs in this stage of life.  
The findings that emerged from this thesis are consistent with the conceptual 
framework. Firstly, it highlights the importance of viewing emerging adults as a unique 
life stage separate from their older and younger counterparts. Secondly, it 
compassionately recognizes the fact that emerging adults’ unique developmental 
differences can influence various life trajectories such as SUDs.  
The systematic review (chapter 2) highlighted that emerging adults require more 
supports compared to their older counterparts, as indicated by the lower retention rates 
demonstrated in the emerging adult population when given the same interventions 
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(Schuman-Olivier et al, 2014a). Although the systematic review didn’t identify what 
exactly was missing, it aligns with the life course of emerging adults being separate from 
their older and younger counterparts.  
The interpretive findings that emerged from the qualitative study also aligns with 
the conceptual framework. Participants in the qualitative study felt emerging adults are 
their own unique population with differing social, cognitive, and developmental 
differences. This is evidenced in the themes, specifically in the developmental theme. 
None of the participants felt that emerging adults do just as well as their older 
counterparts; and all held the view that as a group emerging adults are their own distinct 
developmental stage, which is aligned with the life course framework.   
Summary of Findings 
General Findings 
         Within the limitations of this research, the results offer a unique contribution to 
the field. This thesis set out to add to the literature regarding ways to improve treatment 
retention for emerging adults with SUD. As mentioned, the majority of the literature does 
not suggest ways to improve retention and are primarily American studies. The articles 
included in the systematic review (chapter 2) focus on treatment interventions leading to 
the greatest treatment retention for emerging adults with SUD. Policy makers and those 
who deliver treatment should consider implementing the interventions that lead to the 
greatest treatment retention, especially since retention is low in this population. More 
specifically, the systematic review identified that the highest treatment retention is 
reported to occur with interventions such as contingency management (CM) and/or 
cognitive behavioral therapy (CBT) for alcohol, cannabis, or SUD other than opioid use 
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disorder. For opioid use disorder, the greatest treatment retention is reported to occur with 
withdrawal management therapy paired with CBT. This finding is similar to interventions 
that lead to the highest treatment retention for all ages. Since retention is still lower in this 
population, the systematic review suggests emerging adults may be missing something 
despite receiving the full range of effective treatment. 
         The qualitative study (chapter 3) contributes to the knowledge gap by directly 
identifying facilitators and barriers for retention in treatment through the perspectives of 
HCPs that work closely with emerging adults in SUD programs. Consistent with the 
literature, the two SUD programs in this study demonstrate lower retention rates in 
emerging adults compared to those age 26+ (Program managers, Personal 
Communication, September 11 & September 25, 2018). The qualitative study identified 
facilitators and barriers for retention in treatment programs in four complementary 
themes: (1) the emerging adults’ development, (2) their addiction and recovery, (3) the 
environment, and (4) SUD programming. From these findings, a number of policy 
recommendations can be made which focus on improving retention in treatment for 
emerging adults with SUD.  
Some of the policy recommendations include tailored programming, flexible 
programming, increased staff and family education, improved care for emerging adults 
with opioid use disorder, suggestions for determining the best program environment for 
emerging adults, implementing after-care, and increasing HCP involvement in program 
design. Policy makers and those who design treatment could avail of this information and 
recommendations in designing and delivering their programs and practice. These policy 
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recommendations are discussed further in the Policy Recommendations section and in 
Table 4.1.  
Detailed Findings 
This section begins with an overview of the similarities and differences between 
the two studies, and the following section will discuss these examples in terms of 
recommendations for improvement. 
Tailored programming. 
Firstly, a topic that frequently came up in both the systematic review and the 
qualitative study was the concept of tailored treatment. The studies in the systematic 
review that lead to the greatest treatment retention were those that tailored their program 
to the unique needs of the emerging adult. For example, Schuman-Olivier et al. (2014b) 
reported that their program is designed to be as conductive as possible to the needs of 
emerging adults. The participants in the qualitative study acknowledged the unique 
differences of the emerging adult and felt facilitators to retention involves a program that 
is tailored to the unique needs of emerging adults. 
Flexible programming. 
A topic that was not identified in the systematic review but discussed in the 
interviews was the concept around flexible programming to benefit the unique needs of 
the emerging adults. Participants in the qualitative study were frustrated with the lack of 
flexibility and felt the current strict programming rules were a barrier to retention for 
emerging adults. Some areas that lead to frustration involved the strict length of 
programming in the treatment program, the strict design of the client’s days (all day 
group therapy, and very little informal time with clients), and strict rules around no-
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smoking. Another issue was the concept of “one size fits all”, whereas the program only 
offers one stream of care and expects to be inclusive to all clients. For example, clients 
come in at different points in their recovery, with some having prior treatment experience 
and others come to the centers as their first experience in recovery. HCPs felt it was more 
common for emerging adults to come to the program with no pre-treatment experience, 
and as a result, this presents a barrier to retention because it takes them longer to adjust.   
Staff and family education. 
         The importance of having a competently educated staff in the areas of emerging 
adulthood development and addiction was present in both studies. Firstly, a study in the 
systematic review that had high treatment retention reported that all their staff was 
required to take university-level courses on adolescents and young adults (Schuman-
Olivier et al., 2014b). Similarly, the participants in this qualitative study felt it was 
important for staff to have a great understanding of mental health and addictions. For 
example, a participant felt that having less than five years’ experience in mental health 
and addictions is a barrier to the success of the program. Those with less experience may 
have a lack of understanding of SUD, so other issues could emerge such as struggles 
building rapport with clients, or stigma, which is a barrier to retention. A lack of 
understanding from the family members is also a barrier to emerging adults’ retention 
because it leads to stigmatization and ultimately affects an emerging adult’s recovery. 
Combination therapy for opioid use disorder. 
         Both the systematic review and qualitative study discussed the greatest success for 
clients with opioid use disorder involves a combination of behavioral therapy and 
pharmacotherapy. Studies in the systematic review for opioid use disorder all used a 
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combination of both behavioral therapy and pharmacotherapy. Retention rates were 
highest when paired with gold standard behavioral therapy such as CBT (Romero-
Gonzalez, Shahanaghi, DiGirolamo, & Gonzalez, 2017; Schuman-Olivier et al., 2014b). 
Similarly, the interviewees in the qualitative study discussed that emerging adults often 
cannot handle the pain of going through withdrawal and felt withdrawal management is 
an important component that leads to treatment retention. Withdrawal management aids 
in reducing the severity of withdrawal symptoms and could be accessed through medical 
supervision and/or pharmacological treatment options (World Health Organization, 
2009). 
SUD programming environment. 
While the systematic review suggested that treatment retention may be improved 
by keeping the environment to only emerging adults, participants in the qualitative study 
felt too many emerging adults in the program environment is a barrier to retention and felt 
a mixed balance of the ages is optimal. Notwithstanding the importance of tailoring the 
programs relevant to emerging adults, the participants felt balancing the ages reduces 
issues such as chaotic and dramatic environment or the formation of romantic 
relationships, therefore, advocated a mix of ages within treatment. 
After-care. 
The concept around after-care was not mentioned in the systematic review studies 
but was frequently discussed during the qualitative interviews. After-care is defined as 
informal or formal supports that help to reinforce and continue the progress made in 
residential treatment. Examples include family and friends, self-help groups, and religious 
or spiritual activities (informal) and after-care substance abuse services (formal) (Manuel 
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et al., 2017). The participants felt emerging adults need to have strong supports in place 
when leaving the treatment program to ensure they stay on a strong path to recovery. 
HCPs frustration in program design. 
Participants in the qualitative study also expressed frustrations related to the 
program design (e.g. clients not being allowed to smoke, structure, length of the program, 
etc.). The participants were frustrated because they have to work within the confines of 
the program rules and felt powerless to affect the changes that would benefit their clients. 
HCPs expressed a great desire to want to help but acknowledged factors exist relating to 
program design rules/policy that are barriers to letting them help in the best way possible. 
Future Recommendations 
Overall, both studies suggest interventions that may lead to improvements in 
retention for emerging adults in SUD treatment programs. These findings add to the 
literature around the best treatment options for emerging adults. Additionally, the results 
add to the literature with recommendations in areas related to program design policy, 
those who deliver treatment, and in the area of future research. The following section 
suggests recommendations for policy and research based on the above findings. Those 
who design SUD programs should be made aware of the most effective components to 
include in a program and should avail of the information in this thesis. 
Policy Recommendations 
A number of policy recommendations emerged from this thesis. The following 
section offers suggestions for improvement. Recommendations are based on results from 
the two studies or based on the literature. Table 4.1 below summarizes the policy 
recommendations, and the following subsections describe each in detail.  
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Table 4.1 
 
Policy Recommendations 
Policy Recommendation 
 
Suggestion of how to implement recommendation 
 
Tailored Programming - Add interactive and fun web-based activities 
- Add art room, music room, gym 
- Tailored group therapy (i.e.: return to school as opposed to 
standard return to work) 
Flexible Programming - Altering structure of average day as opposed to all day group 
therapy sessions 
- More informal conversations 
- Flexible length 
- Flexibility for patients at different stages of recovery 
- Flexibility around smoking rules 
Increase Staff and Family 
Education 
- Increase education through motivational interviewing and 
communicating positive stories of people with SUDs.  
Improve care for emerging 
adults with Opioid Use 
Disorder 
- Combining behavioral therapy in conjunction with 
pharmacotherapy 
Determine Best SUD 
Program Environment for 
Emerging Adult’s  
- Conducting research to determine what environment is best for 
emerging adults 
Implementing After-care - Ensuring emerging adults return to positive post-discharge 
environments 
Reduce HCPs Frustration 
in Program Design 
- Involving HCPs in the design of the programs 
 
Recommendation for Tailored Programming 
         First, both studies suggest that tailoring treatment to the unique needs of the 
emerging adult facilitates retention in treatment. HCPs felt emerging adults should have 
tailored programming for their unique needs. Examples were discussed of how treatment 
could be tailored towards the emerging adult and included specific things such as the 
involvement of interactive and fun web-based activities. In addition, a study in the 
systematic review that had high retention rates discussed the importance of their program 
being as tailored as possible to the unique needs of the emerging adult. Their program 
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involved using components such as an art room, music room, and gym (Schuman-Olivier 
et al., 2014b). The participants in the qualitative study discussed these extra-curricular 
components as factors that emerging adults enjoy. In addition, tailoring the group therapy 
to the emerging adult would be beneficial. For example, group therapy such as “return to 
work” may not apply to emerging adults and participants felt tailoring it to things such as 
“return to school” would be more appropriate. Future programs should implement these 
components into programs to improve retention for emerging adults.  
Recommendation for Flexible Programming 
         A systematic review on mental health and SUD residential programs for any age 
suggests programs should be flexible, supportive and low-intensity (Brunette, Mueser, & 
Drake, 2004). In addition, programs that were offered for longer or unlimited periods had 
better outcomes than programs offered for shorter periods (around three months) 
(Brunette, Mueser, & Drake, 2004). The qualitative study speaks highly to the benefits of 
a flexible program. Some examples include altering the structure of the average day in the 
program as opposed to all day group therapy. For example, participants felt the full day 
back-to-back group therapy is a barrier, and a recommendation could be having more 
informal conversations, the involvement of more recreational activities, or more web-
based computer activities. Programs should be flexible with length if a client needs more 
time to recover, have flexible days for clients that may not succeed with all day group 
therapy, and should be flexible to account for clients coming in at different stages of 
recovery (e.g. no pre-treatment versus pre-treatment experience). However, one HCP 
acknowledged that it is unethical to turn away clients without pre-treatment and therefore 
a program should ultimately account for clients that come in with less experience by 
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potentially having separate streams for those who are more experienced and one for those 
that come in completely new to a program.  
HCPs acknowledged a number of emerging adults drop out due to strict no 
smoking policy. A participant mentioned the potential of a smoking area or taking clients 
on walks to allow them to smoke, which may ultimately motivate clients to complete their 
program. Some programs operate with less stringent rules arguing the mandate to quit 
tobacco use during treatment for other SUDs adds stress to patients and interferes with 
treatment success (Muilenburg et al., 2016). Interestingly, a study by Callaghan et al. 
(2007) found smoking bans do not appear to compromise the treatment retention rates of 
smokers in comparison to non-smokers. Future research would be helpful to investigate 
the correlation between smoking bans and retention in emerging adults and to potentially 
consider implementing lenient rules surrounding tobacco use. 
Recommendation for Staff and Family Education 
         An important concept discussed in the qualitative study involved the 
understanding of SUD and its role in recovery. Participants stated it is important for those 
who deliver treatment to have a great understanding of SUD and also an understanding of 
emerging adult development and their unique needs. This will aid in reducing any issues 
related to stigma and help in rapport building. This is also supported by the systematic 
review as one of the studies that had the greatest treatment retention discussed the 
importance of staff education in emerging adult’s development (Schuman-Olivier et al., 
2014b). In addition, among adults in SUD programs, a stronger alliance/rapport has been 
linked to greater engagement, retention, and early improvements in substance use and 
distress (Urbanoski, Kelly, Hoeppner, & Slaymaker, 2011).  
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Additionally, the qualitative study discussed a family's lack of understanding of 
SUD is a barrier to recovery. A lack of understanding leads to stigmatizing behavior. One 
systematic review suggested that effective strategies for reducing stigma in the 
community or larger social groups included motivational interviewing and 
communicating positive stories of people with SUD (Livingston, Milne, Fang & Amari, 
2011). Therefore, perhaps SUD programming could offer these two components at family 
therapy. Another alternative could be to include training opportunities to reduce 
stigmatizing behaviour. In conclusion, more emphasis should be placed on providing 
additional education and resources to those who work with SUD clients and for family 
members of those with SUD. 
Recommendation for Emerging Adults with Opioid Use Disorder 
Both the systematic review and qualitative study discussed the greatest success for 
clients with opioid use disorder involves a combination of behavioral therapy and 
pharmacotherapy such as buprenorphine, buprenorphine-naloxone (Suboxone), or 
naltrexone. Emerging adults with opioid use disorder should be given pharmacotherapy 
for withdrawal symptoms in combination with behavioral therapy. The systematic review 
suggests greatest treatment retention occurs when behavioral therapy is CBT. 
Recommendation for SUD Programming Environment 
The systematic review seems to suggest that keeping the environment to only 
emerging adults leads to greatest treatment retention. In contrast to this finding, the 
participants in the qualitative study felt a mixed balance of the ages is a facilitator to 
treatment retention. The participants felt balancing the ages reduces issues such as chaotic 
and dramatic environment or the formation of romantic relationships, and therefore 
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advocated a mix of ages within treatment. Future research could explore the perspectives 
of emerging adults’ experiences in mixed ages versus all emerging adults. 
Recommendation for Implementing After-care 
         The HCPs expressed the importance of having after-care supports in place post-
discharge. If an emerging adult leaves and returns to the same environment (of the same 
people, places, and things) that potentially promote SUD, it will jeopardize the chance of 
a successful recovery. Recommendations in the literature suggest including access to 
stable housing and employment, specific after-care services and positive support 
networks, expanded discharge planning services, transitional assistance, and funding to 
help any gaps in service delivery or to meet basic needs (Manuel et al., 2017). Positive 
transitions from residential treatment back into the community and flexible treatment 
programming will facilitate better links/connections to community resources and 
ultimately help with the success of recovery (Manuel et al., 2017). 
Recommendation for Involving HCPs in Program Design 
         A final policy recommendation involves including the HCPs in the development 
of the programming. Evidentially, they have a lot of experience with the clients and are 
well aware of the issues that emerge in the program. The HCPs appeared to be very 
frustrated when discussing the barriers, and many of them relate these barriers to the 
program itself and the fact they can only help within the means of the program design. 
The literature points to the promise of involving HCPs in program designs, such as nurses 
due to their unique relationship to the patients/clients (Kunaviktikul, 2014). Future 
programs should consider involving HCPs in the design of the programs. 
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Cost-Effectiveness of Recommendations 
Although the aforementioned recommendations are all promising, dissemination 
of any new intervention into health systems requires investment in clinician training and 
system implementation (Slade et al., 2017). For example, in a study examining the cost-
effectiveness of tailored PTSD treatment to standard treatment, the cost was six times 
higher in the tailored treatment (Slade et al., 2017). Although the cost of changing a 
program may be higher, a more feasible preliminary option could be to conduct a pilot 
study or a cost-effective analysis of tailored programming in SUDs to standard SUD 
treatment program to gauge feasibility.  
Future Research Directions 
New directions for the systematic review could perhaps involve expanding the 
search in other languages. Obtaining global literature can help generalize the findings 
related to the literature. New directions for the qualitative study could involve expanding 
to other SUD programs across the province and/or country. The results of the qualitative 
study are not intended to be generalized but rather to describe the specific phenomenon. 
Expanding the study to other regions will be an interesting way to see where the two SUD 
programs in this study fit into the larger schema of SUD programs.  
Questions for Future Research 
Some questions for future research include: 
1. Does a tailored approach lead to higher treatment retention for 
emerging adults with SUD? 
2. Is the concept of engagement a better outcome measure for long 
term sobriety compared to retention in treatment? 
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3. Does keeping SUD program environment to only emerging adults 
increase treatment retention? 
4. What do emerging adults perceive to be the facilitators and barriers 
to retention while attending residential SUD programs? 
5. Does the addition of components such as pre-treatment and after-
care result in better long-term outcomes compared to no pre-
treatment and after-care? 
6. Does allowing clients to smoke tobacco increases treatment 
retention compared to programs that have a no smoking rule? 
7. What is the optimal length a program should be that leads to the 
greatest treatment retention and ultimately long-term sobriety? 
Strengths and Limitations 
       Identifying the strengths and limitations of the thesis can provide insight into 
future directions.  
Strengths 
         This thesis had a number of strengths that could contribute to the field of 
emerging adults SUD treatment. The biggest strength is the research demand for this topic 
and the uniqueness of the two studies, to the best of my knowledge, they are the first of 
their kind. Improving retention in treatment for emerging adults is a research priority, and 
these two studies collectively offer unique suggestions for improvement. A second 
strength is exploring the concept of improving retention in treatment for emerging adults 
through two different paradigms. Using a positivist and interpretivist paradigm offers 
different insights into the same question. Both are complementary and helped contribute 
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to the knowledge generated in this thesis. The primary investigator was an emerging adult 
which offered unique insight and understanding of this topic. Also, the research team that 
designed the study composed of experienced professionals in the field of SUD, academia, 
and qualitative research.  
The systematic review had a number of specific strengths. First, it focused on just 
18-25-year old’s but the literature for this age range is very limited. There were over 5000 
initial articles in the search but only 10 involved a specific focus on emerging adults with 
SUD. Most studies focused on emerging adults with problematic substance use patterns 
without the disorder. 
For the qualitative study, the involvement of HCPs is a unique and understudied 
perspective, as most studies usually focus on the client’s perspective. Another strength of 
using HCPs is the fact that they work in direct contact with their clients and health care 
systems, so their perspectives could be very practical and beneficial.  
Limitations 
This thesis considered retention as a surrogate marker of success in SUD 
programs since it is related to a range of positive outcomes related to long term sobriety 
such as a reduced drug use, a higher social functioning, and a higher quality of life 
(Feelemyer et al., 2013; Timko et al., 2016). A limitation of this thesis is not considering 
engagement as a measure of success, since other studies suggest engagement in treatment 
is a more practical measure of success (Garnick et al., 2012). The Washington Circle of 
Engagement states that initiation and engagement in treatment must first occur in for a 
patient to have the greatest treatment retention (Garnick et al., 2012). 
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         Specific limitations related to the systematic review includes having only English 
language studies, it is unknown if there are other relevant publications in other languages. 
Another limitation is related to generalizability, as the studies involve different SUDs, 
different interventions, and most were from the United States. Another limitation 
involved grouping some of the samples together such as mandated/in-patient/outpatient, 
which may indirectly influence retention rates. 
A specific limitation related to the qualitative study includes that we grouped the 
residential treatment and residential detoxification programs, which could be a limitation. 
Although the common themes remained the same, the programs operate different 
mandates with one focused on treatment and the other on detoxification. Any major 
differences between the centers were reported separately, but the common themes were 
similar 
Implications 
It is hoped that the results of this thesis can be used to inform and advise 
knowledge users (i.e., clinicians) and decision makers (i.e., those responsible for 
designing and delivering treatment programs for emerging adults) of options to improve 
treatment retention in emerging adults with SUD. Additionally, our plan is to have 
knowledge translation in the workplace, become involved in provincial committees either 
as a member or to provide resources, present at local/national conferences, and submit 
letters to the editors or newsletters. This can help inform and improve practices in this 
province and provide information about how this province fits into the larger scheme of 
SUD services across the country. Also, ensuring emerging adults are receiving the best 
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possible treatment will improve their lives by enhancing the likelihood of long term 
sobriety, increasing their quality of life, and reducing the economic burden of SUDs. 
Conclusion 
         This thesis presents the results of two studies focused on improving treatment 
retention for emerging adults with SUD. The systematic review identified the treatment 
interventions that lead to the highest treatment retention involves CM and/or CBT for 
alcohol and/ or cannabis use disorders. For opioid use disorder, the greatest treatment 
retention was reported to occur with ORT paired with CBT. This finding is similar in all 
ages, and since retention in treatment is still lower in emerging adults, this suggests 
something may be missing. Policy and program implications of the systematic review 
suggest a benefit towards tailoring programs to the unique need of the emerging adult. 
         The qualitative study reported four themes related to facilitators and barriers to 
treatment retention of emerging adults: (1) the emerging adults’ development, (2) their 
addiction and recovery, (3) the environment, and (4) SUD programming. These findings 
have implications in policy and program planning such as a recommendation of ensuring, 
addressing, and acknowledging the differing needs and behavioral differences of the 
emerging adult through tailored treatment or flexible programming. Increasing the 
understanding and lack of stigma about SUD and understanding and addressing the 
reason emerging adults are seeking treatment in SUD programming is important. Further, 
balancing the environment such as ensuring there is a balance between age cohorts and 
ensure that emerging adults return to positive environments post-discharge. Finally, 
advocating for clients to seek pre-treatment, or a flexible program to adjust and for clients 
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that come in without pre-treatment and ensuring that appropriate after-care is in place 
post-discharge.  
Overall, the results of this thesis demonstrated that emerging adults with SUD are 
a unique population that requires more support and understanding as there are many 
factors that make them more difficult to treat. These results have implications in policy 
planning for those who design SUD programming, implications for those who deliver 
treatment to emerging adults with SUD, and implications for future research. 
Final Reflection 
         I submit this master’s thesis with a sense of great personal accomplishment and a 
wealth of new knowledge. Throughout the process of this thesis, I gained a huge respect 
for those who conduct systematic reviews and qualitative research. Conducting this thesis 
was both challenging and rewarding. Initially, I was nervous about conducting qualitative 
research. I knew that I had the skills from my course work, and the background for the 
topic, but as someone that comes from a neuroscience background, the majority of what I 
knew was quantitative research, so, I was worried. However, the more interviews I did, 
the more comfortable I got with qualitative research. The analysis component felt more 
enjoyable than academic work. I was so immersed in the data and discovering new 
themes was so rewarding. By the end of the qualitative study, I found myself wanting to 
do this for the rest of my life and I am now looking into Ph.D. programs with a qualitative 
component. I think another aspect that made this work so enjoyable was my passion for 
helping those with SUDs. Moustakas (1994) states that in phenomenology, a researcher 
has a personal interest in what they seek to know, and a researcher is intimately connected 
with the phenomenon.  
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Another challenge was being so immersed in a topic that brings about such 
difficulty in the lives of those suffering. This research draws attention to troubling 
statistics on emerging adults with SUD. As an emerging adult, I acknowledge this can be 
a challenging period of life. I relate to all of Arnett’s (2000) five features, and I feel 
blessed to be where I am today. Unfortunately, it was emotionally challenging to research 
and read about other emerging adults that struggle so deeply. This challenge motivated 
me because I want to make a difference in the lives of emerging adults and hopefully 
work towards improving treatment to help them overcome SUDs and ultimately see the 
beauty and possibilities of this life stage. Also, I can help make a difference in the lives of 
those who struggle with SUD, which is one of my biggest passions. 
This research was rewarding because I have great hope that my thesis findings can 
be a small piece of contribution to this evolving field. I commend and look up to the 
HCPs that dedicate their lives to helping this population, and I look forward to my future 
contributions to this field. I conclude this thesis with even more compassion for those 
who struggle in emerging adulthood and those who have addiction issues. 
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Appendix A 
Script of recruitment: 
1.This is a script of how manager will be contacted for permission to conduct the 
study; what information I plan to send to the manager and what will be said/sent to 
potential participants by the manager. I plan to send this email to the manager of each 
treatment centre and this is the text that will be pasted in the email textbox. In the same 
email I will attach a project summary.  
 
“I will be submitting a study that I anticipate will receive approval to be conducted at 
the treatment centre you work at. The study involves interviewing health care 
professionals (nurse practitioners, nurses, pharmacists, social workers, recreational 
therapists, administrator) about 
the successes and barriers encountered by young adults in addiction treatment. I am 
emailing you 
today to ask for permission to hold this study at your treatment centre. Therefore, does 
this study sound like something you will be okay with? Attached is a copy of a project 
summary. If this is something you are okay with, would you mind forwarding this 
email to the health care professionals at your center? This is so the eligible participants 
can be made aware that a study is planned to take place at the centre. Recruitment will 
not be taking place until ethics approves the study. Once the study is approved, I will 
follow up with you about the recruitment process.” 
 
-Attach to email: project summary- 
 
2.Once ethics approves this study, this will be a script of the first email template that 
will be sent to managers of each treatment centre for recruiting participants. I will 
attach project summary to this email again in case the potential participants want to 
read through it again before contacting me expressing interest. 
 
“The project I discussed with you was approved by the HREB. The project is titled 
“Matching Treatment to Development: Young Adults and Substance-Use Disorder” 
and it will be taking place at your treatment centre during January and February 
2018. This study will involve interviews to heath care professionals at the centre. 
Would you mind forwarding this email invitation to them? Attached is a copy of the 
project summary I sent in the last email. If they decide they are interested in the 
study, they can email me at kld465@mun.ca expressing their interest in participating 
in the study and I will send them a copy of the consent form. 
 
-Attach to email: project summary- 
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3. When participants send me an email expressing interest in participating in 
the study, this is a script of the email to be sent to potential participants, in this 
email I will attach the cover letter for the consent form and the consent form. 
 
“Hello, 
 
Thank you so much for contacting me regarding your interest in my research study. 
Attached in this email is a cover letter for the consent form and the consent form, please 
read it carefully before deciding whether or not you would like to participate. If you 
decide you do not want to participate, that is totally okay. If you decide you would like to 
participate, please read and sign the consent form and send it back to me at 
kld465@mun.ca or if you would prefer to meet with me in person to go over the consent 
form, this can be arranged. 
Let me know if you have any questions,  
 
 
Kathryn Dalton”  
 
-Attach cover letter for consent form and consent form to this email- 
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Project Summary  
Project Title: Matching Treatment to Development: Young Adults and Substance- 
Use Disorder 
Introduction: In Canada, the economic burden of mental health issues and 
substance use disorder is estimated at $51 billion annually, including health care 
costs, lost productivity, and reductions in quality of life (CAMH Facts and 
Statistics, 2018). Substance use occurs across the world and is especially prevalent in 
young adults. Young adults are often an overlooked population because all ages 
over 18 are grouped together as adults. However, this population is recently being 
viewed as their own distinct age group. Not only is this population 
developmentally different from older adults, young adults also have the highest 
rates of substance use than any other age group (Adams, Morse, Choi, Watson, & 
Bride, 2017). Adults and young adults with substance use disorder have generally 
been offered similar treatments regardless of age, meaning that someone that is 18 
years old is treated the exact same as someone that is 50 years old. This lack of 
age-targeted treatment creates a “one size fits all” approach to substance-use 
disorder treatment, which ignores recent insights into the developing brain of the 
young adult as well as the notion that this population should be viewed as their 
own distinct age group. It is now understood that the period of brain development, 
which begins in adolescence, does not reach completion until early adulthood (~ 25 
years; Arain et al., 2013). This has implications for the treatment of addiction in 
the young adult population because understanding the neural basis of addiction and 
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the developing brain is key in identifying appropriate treatment for an individual’s 
developmental stage. Recently, researchers are urging health care providers to 
accommodate young adults as a unique treatment population (Mason & Luckey, 
2003). Research is limited on the young adult population and this study will help 
add to the literature about young adults and their response to residential addiction 
treatment. The purpose of this study is to improve the lives of young adults with 
addiction treatment by ensuring they are receiving the best possible care for their 
level of development. This will be done by exploring the perspectives of health 
care professionals at a residential treatment center and discovering what works and 
what does not work for young adults with substance-use disorder. 
Research Objectives: The objectives of the study are as follows: 1. What are the 
perceived treatment successes encountered by young adults (age 18-25) who 
receive residential addiction treatment? 2. What are the perceived treatment 
barriers encountered by young adults (age 18-25) who receive residential addiction 
treatment? Methodology: The data will be collected through semi-structured interviews 
that will consist of a set of open-ended questions that will last about 1 hour. The 
participants will be health care professionals (e.g. nurse practitioners, nurses, 
pharmacists, social workers, recreational therapists, administrator) at a residential 
treatment centre. The interviewer will have set questions that will guide the 
conversation. The interviews will be audio recorded, transcribed and thematically 
analyzed for common themes. Written consent will be obtained from all 
participants. Implications: Young adult substance use is a growing issue in our society. 
Through conducting research that focuses on effective treatment for young adults 
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we can help improve services for young adults living with addictions. Ultimately, 
the information obtained in my study can be used to inform and advise knowledge 
users (i.e.: clinicians) and decision makers (i.e.: those responsible for designing and 
delivering treatment programs for young adults) of the most effective treatment 
options for young adults to ensure they are receiving the best possible care for their 
level of development. 
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Appendix B 
Script said before interviews: 
Welcome, 
Thank you very much for coming today and agreeing to participate in this interview. 
You may already know this, but my name is Kathryn Dalton and I am a Master of 
Science in Pharmacy student at Memorial University under the co-supervision of Dr. 
Lisa Bishop and Dr. Stephen Darcy. I received ethics approval and approval through 
Eastern Health to conduct my masters research at this treatment centre. 
 
I will start with a brief overview of my research before moving into the interview 
questions. I am interested in young adults and the best-suited treatment approaches for 
young adults with substance-use disorder. Throughout this interview, I will use the 
phrase ‘young adult’ to mean young adults between the age of 18-25. I will also use the 
phrase “substance-use disorder” to mean addiction or substance dependency. 
Participation in this study is voluntary and your responses will be kept confidential. The 
interview will last about 1 hour. 
 
The results of today’s interview will be used to inform and advise clinicians and 
knowledge users of what works best and what does not work for young adults with 
substance-use disorder. This is to ultimately ensure that this population receives the 
best possible care for their developmental stage. 
 
Do you have any questions before we start? 
 
Script of Interview Questions 
 
 
1. Tell me about your role at this treatment centre?  
a) How long have you worked here? 
 
“The next questions will focus on the 18-25 year old patients. For the purpose of this 
interview, success or effectiveness will be considered completion of the program” 
 
2. What aspects of the program offered at this treatment centre leads to success for 
the 18-25 year old age group? 
 
3. How do you know when an 18-25 year old is engaged in the program? 
 
4. In contrast, what aspects of the program offered at this treatment centre may not lead 
to success for the 18-25 year old age group? 
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5. How do you know when an 18-25 year old is disengaged in the program? 
a) What are they saying or doing that indicates to you they are disengaged? 
 
6. Do you feel young adults need their own program tailored specifically to their needs? 
a) What would such a program include? 
 
7. What differences do you see between how young adults and older adults 
respond to the program? 
 
8. Given what you have observed (or experienced) how is the age range of patients 
taken into consideration with respect to program delivery? 
 
9. Before we wrap up, are there any issues related to young adult addiction 
treatment that we have not discussed that you feel are important? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EMERGING ADULTS, SUBSTANCE-USE DISORDER  
 
173 
Appendix C 
        Ethics Office 
Suite 200, Eastern Trust Building 
95 Bonaventure Avenue 
St. John’s, NL 
A1B 2X5 
 
 
December 13, 2017 
 
 
55 Old Petty Harbour Road 
St. John's Newfoundland, A1G 1H6 
 
 
Dear Ms. Dalton: 
 
 
Researcher Portal File # 20181224 
Reference # 2017.261 
 
 
RE: "Matching Treatment to Development: Young Adults and Substance Use Disorder" 
 
 
This will acknowledge receipt of your correspondence. 
 
 
This correspondence has been reviewed by the Chair under the direction of the Health 
Research Ethics Board (HREB).  Full board approval of this research study is granted for 
one year effective November 23, 2017. 
 
This is your ethics approval only. Organizational approval may also be required. It is your 
responsibility to seek the necessary organizational approval from the Regional Health 
Authority (RHA) or other organization as appropriate. You can refer to the HREA website for 
further guidance on organizational approvals. 
 
 
This is to confirm that the HREB reviewed and approved or acknowledged the following 
documents 
(as indicated): 
 
     Revised Appendix F Qualitative Research Interview Script, Approved 
     Revised Appendix D Cover Letter for Qualitative Research Interview Consent Form, 
Approved 
 Revised Appendix E Qualitative Research Interview Consent Form dated December 6, 
2017, Approved 
     Appendix H Project Summary, approved 
EMERGING ADULTS, SUBSTANCE-USE DISORDER  
 
174 
     Research Proposal, approved 
 
 
 
 
MARK THE DATE 
 
This approval will lapse on November 23, 2018. It is your responsibility to ensure that the Ethics 
Renewal form can be found on the Researcher Portal as an Event form. 
 
 
If you do not return the completed Ethics Renewal form prior to date of renewal: 
 
     You will no longer have ethics approval 
     You will be required to stop research activity immediately 
 You may not be permitted to restart the study until you reapply for and receive 
approval to undertake the study again 
     Lapse in ethics approval may result in interruption or termination of funding 
 
 
You are solely responsible for providing a copy of this letter, along with your approved HREB 
application form; to Research Grant and Contract Services should your research depend on 
funding administered through that office. 
 
 
Modifications of the protocol/consent are not permitted without prior approval from the 
HREB.  Implementing changes without HREB approval may result in your ethics approval 
being revoked, meaning your research must stop.  Request for modification to the 
protocol/consent must be outlined on an amendment form (available on the Researcher 
Portal website as an Event form) and submitted to the HREB for review. 
 
 
The HREB operates according to the Tri-Council Policy Statement: Ethical Conduct for 
Research Involving Humans (TCPS2), the Health Research Ethics Authority Act (HREA Act) and 
applicable laws and regulations. 
 
You are responsible for the ethical conduct of this research, notwithstanding the approval of the 
HREB. 
 
 
We wish you every success with your study. Sincerely, 
 
Ms. Patricia Grainger (Chair, Non-Clinical Trials Health Research Ethics Board) 
Dr. Joy Maddigan (Vice-Chair, Non-Clinical Trials Health Research Ethics Board)  
CC: Dr. Stephen Darcy and Dr. Lisa Bishop 
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Appendix E 
 
 
 
To whom it may concern, 
 
 
You are getting this letter because you expressed interest in participating in a research 
study entitled “Matching Treatment to Development: Young Adults and Substance-Use 
Disorder.” I am the researcher and my name is Kathryn Dalton. I am currently enrolled 
in the Master of Science in Pharmacy program at Memorial University of Newfoundland 
and this research will be a component of my master’s Thesis. 
 
 
The purpose of this study is to explore what health care professionals perceive to 
be treatment successes and barriers encountered by young adults (age 18-25) 
who receive residential addiction treatment. 
 
 
Participating in this study will require you to answer interview questions about young 
adults at the treatment centre you work at. You will be audio- taped. Your participation 
in this research project is completely voluntary. There are no known risks to 
participation beyond those encountered in everyday life. Your responses will remain 
confidential and anonymous. Data from this research will be kept in a locked cabinet. 
We will not identify you by name, no one other than the researchers will know your 
individual answers to the interview questions. 
 
 
If you agree to participate in this project, please read through the attached consent 
form and decide whether or not you want to consent to participate in this study. If you 
decide you would like to participate, please send the signed consent form to me 
through this email (kld465@mun.ca). 
 
 
If you have any questions about this project, feel free to contact Kathryn Dalton at 
709-699-8040. Or you can talk to someone who is not involved with the study at all 
but can advise you on your rights as a participant in a research study. This person 
can be reached through: Ethics Office at 709- 
777-6974 Email at info@hrea.ca 
 
 
Thank you for your time.  
Sincerely yours,  
Kathryn Dalton
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Consent to Take Part in Research 
 
 
 
TITLE: Matching Treatment to Development: Young Adults and Substance-Use 
Disorder 
 
 
 
INVESTIGATOR: Kathryn Dalton 
 
SUPERVISORS: Dr. Lisa Bishop, Dr. Stephen Darcy 
 
 
 
You have been invited to take part in a research study.  Taking part in this study 
is voluntary.  It is up to you to decide whether to be in the study or not.  You can 
decide not to take part in the study.  If you decide to take part, you are free to 
leave at any time. 
 
Before you decide, you need to understand what the study is for, what risks you 
might take and what benefits you might receive.  This consent form explains the 
study. 
 
Please read this carefully. Take as much time as you like. If you like, take it home 
to think about for a while. Mark anything you do not understand or want 
explained better. After you have read it, please ask questions about anything that 
is not clear. 
 
The researchers will: 
 
    discuss the study with you 
    answer your questions 
    keep confidential any information which could identify you personally 
    be available during the study to deal with problems and answer questions 
 
 
 
1. Introduction/Background: In this study we are interested in the success and 
barriers encountered by young adults who receive residential addiction treatment. 
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We will explore the successes and barriers through the perspectives of health care 
professionals as you work very closely with young adults and your perspective 
will be informative. The results of this study may be used to improve addiction 
services for young adults. 
 
2.    Purpose of study: The purpose of this study is to explore what health care 
professionals perceive to be treatment successes and barriers encountered by young 
adults (age 18-25) who receive residential addiction treatment. 
 
3.    Description of the study procedures: You will be expected to participate in one 
interview with 
me. Data collection will be done through a set of questions that I will ask to you. Your 
responses will be audiotaped. You can stop the interview at any time if you do not want 
to continue. Your responses to 
the interview questions will be the data and I will analyze this data by searching for 
common themes. Once the data is analyzed the data will be deidentified. 
 
 
4.    Length of time: You will be expected to participate in one interview. Each 
interview will last about 1 hour and will take place at the addiction treatment center 
you work at in a private room such as the interview room or one of the clinical offices. 
 
 
5.    Possible risks and discomforts: The interview will involve questions about young 
adult with substance use disorder. There will be no risks for you. You will be asked 
about the program being offered at the centre, which won’t directly affect you.  You 
may be uncomfortable discussing the program that is being offered if you have negative 
perceptions about the program. An inconvenience for you will be the time it takes to do 
the interviews, which may take you away from your work or be conducted after hours. 
One risk is that discussing the patients may cause you to become emotionally upset. Dr. 
Stephen Darcy will be available via telephone in case anyone gets emotionally upset 
and 
needs to speak to someone for support. 
 
 
 
6.    Benefits: 
 
It is not known whether this study will benefit you. 
 
 
 
7.    Liability statement: 
 
Signing this form gives us your consent to be in this study.  It tells us that you 
understand the information about the research study.  When you sign this 
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form, you do not give up your legal rights.  Researchers or agencies involved 
in this research study still have their legal and professional responsibilities. 
 
 
 
8.    What about my privacy and confidentiality? 
 
Protecting your privacy is an important part of this study. Every effort to 
protect your privacy will be made. However, it cannot be guaranteed. For 
example, we may be required by law to allow access to research records. 
 
 
 
When you sign this consent form you give us permission to 
Collect 
information from 
you 
 
Share information with the people conducting the study 
    Share information with the people responsible for protecting your safety 
 
Access to records 
Access to records will only be done for research purposes. The members of 
the research team will see study records that identify you by name. Other 
people may need to look at the study records that identify you by name. This 
might include the research ethics board. You may 
ask to see the list of these people. They can look at your records only when 
supervised by a 
member of the research team. 
 
Use of your study information 
The research team will collect and use only the information they need for this 
research 
study. 
 
This information will include information from the study interviews. 
 
Your name and contact information will be kept secure by the research 
team in Newfoundland and Labrador.  It will not be shared with others 
without your permission. Your name will not appear in any report or 
article published as a result of this study. 
 
Information collected for this study will be kept for five years. 
 
If you decide to withdraw from the study, the information collected up to 
that time will continue to be used by the research team.  It may not be 
removed. This information will only be used for the purposes of this study. 
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Information collected and used by the research team will be stored in Dr. Lisa 
Bishop’s office in the School of Pharmacy, Memorial University. Dr. Lisa 
Bishop is the person responsible 
for keeping it secure. 
 
Your access to records 
You may ask the researcher (Kathryn Dalton) to see the information that has 
been collected 
about you. 
 
 
 
9.    Questions or problems: 
 
If you have any questions about taking part in this study, you can meet with 
the investigator who is in charge of the study.  That person is: Kathryn 
Dalton (709-699-8040) 
 
Principal Investigator’s Name and 
Phone Number 
Or you can speak to my supervisor(s): Dr. Lisa Bishop (777-6571) or Dr. Stephen J 
Darcy (752- 
4300) 
 
 
Or you can talk to someone who is not involved with the study at all but 
can advise you on your rights as a participant in a research study.  This 
person can be reached through: 
 
Ethics Office 
at 709-777-
6974 
Email 
at 
info@h
rea.ca 
 
This study has been reviewed and given ethics approval by the 
Newfoundland and Labrador 
Health 
Research 
Ethics Board. 
 
10. There are no financial conflicts of interest. 
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After signing this consent, you will be given a copy. 
 
 
Signature Page 
Study title: Matching Treatment to Development: Young Adults and 
Substance-Use Disorder 
 
Name of principal investigator: 
Kathryn Dalton 
 
 
 
To be filled out and signed by the participant: 
 
Please check as appropriate: I have read the consent and information sheet                                                           
Yes { }     No { } 
I have had the opportunity to ask questions/to discuss this study.                             
Yes { }     No { }  
I have received satisfactory answers to all of my questions.                                      
Yes { }     No { } 
I have received enough information about the study.                                                  
Yes { }     No { }  
I have spoken to Kathryn Dalton and she has answered my questions                      
Yes { }     No { } 
I understand that I am free to withdraw from the study at any time without having to give 
a reason                                            
Yes { }     No { }     
I understand that it is my choice to be in the study and that I may not benefit.          
Yes { }     No { }  
I understand how my privacy is protected and my records kept confidential            
 Yes { }     No { } 
 I agree to be audio taped                                                                                             
Yes { }     No { } 
I agree to take part in this study.                                                                                
 Yes { }     No { } 
 
                                  
_ Signature of participant                                  Name printed                           Year 
Month Day 
 
 
 
To be signed by the investigator or person obtaining consent 
 
I have explained this study to the best of my ability. I invited questions and gave 
answers. I believe that the participant fully understands what is involved in being in 
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the study, any potential risks of the study and that he or she has freely chosen to be in 
the study. 
 
  
Signature of investigator                             Name printed                              
 
                                                                                                            -         
 
Year Month Day                                                                                                              
 
 
 
